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General Preface 


The present \ olumc is the first of the senes dciling with the 
medical aspect of the activities of the Indian Armed Forces in the 
Second World \Var The Medical Services sCnes have been edited 
by Lieut -Colonel B L Rama, AMC, Editor, Medical Senes, under 
whose close supervision the work has been completed by the Medical 
Sub Section of the Combined Intcr-Scrvices Historical Section 

The Historical Section was established in 1946 for the pur- 
pose of recording the part placed by the armed forces of the pre- 
partition India in the vanous theatres of the Second World War Even 
after the partition of India, the two Dominions, India and Pakistan, 
agreed to maintain the Historical Section as a joint organisation But 
for this It would not have been possible to complete this task 

An endeavour has been made m these volumes to reconcile 
the requirements of the specialist with the needs of the general reader 
The mam purpose is to describe the work performed by the Indian 
Army Medical Services during the six momentous years of the world 
war We shall be happy if the present senes of volumes would inspire 
the Medical Services to emulate the achievements of the last decade 
and seek inspiration from this record to excel the past 

I am thankful to Lieut -General D R Thapat for virvtvng a. 
Foreword to this volume I must also express in> sense of gratitude 
and appreciation to Lieut -Colonel B L Rama for the manner in 
which he has accomplished a difficult task 


New Dflhi, 1953 


Bishcshwar Prasad 
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Foreword 


In this and subsequent volumes of the official medical history 
of World War II is presented an account of the affairs of the medical 
services of the armed forces of undivided India (now India and 
Pakistan) For the first Ume India has compiled an exhausUve history 
of the part played by her medical services m war 

The value of a history such as this is not to be found in the facts 
and figures that are presented but in the ivisdom that is to be extracted 
from the experience of a major war with all its wide and varied phases 
of the catastrophe War bnngs in its wake many new problems and 
many long standing problems assume a new and greatly enhanced 
importance under war-time conditions This is particularly true of 
medical problems Under the stress of war, the pace of research and 
development is considerably accelerated , victory and defeat depend 
not only on the strategy, tactics, iveapons and vehicles employed, 
but also on the conservation of manpower from sickness and wounds, 
and on the maintenance of the morale of the fighting forces To these 
the medical services contnbute much 

This, the first volume descnbes in detail how India managed to 
expand her medical services to more than ten times their onginal 
strength At the outbreak of war the medical services of the Army 
in India were in no way organised to cope with the expansion necessary 
for a major war In the early years no crystalised plan existed which 
would enable the medical services to meet their commitments and 
medical planning was a piece-meal affair dealing by improvisation 
with new situations as these arose It was not that administrative 
medical officers had not given thought to this subject but it needed 
the occupation of its neighbour Burma by the Japanese to focus 
sufficient attention on medical problems m India 

By October 1945, 1,163 medical units had been raised and 
1,97,539 hospital beds equipped in India About five million casualties 
were treated in these hospitals The supply of medical stores and 
equipment in sufficient quantities constituted a tremendous task 
The medical store orgamsation onginally under the DGIMS was 
ultimately taken over by the DMS 

The history of this expansion was one of continuous struggle 
against the handicaps imposed by shortages of medical manpower, 
equipment and stores Added to these was the universal complaint 
of lack of adequate authonty vested in the Medical Directorate for 
quick decisions owing to its subordinate status But in spite of all, 
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the medical semces as a ^^hole emerged successful in the end, after 
passincr through \anous situations almost nearing breakdown, and 
were able to render to the fighting soldier as efficient a serMce as 
was possible in the circumstances. 

'IVorld "War II was uiuque not only in its global aspect, enveloping 
\aned terrains in different countries and climates, but also in its 
range of the application of science to the men and equipment employed. 
The lessons to be learnt from a conflict of this magmtude are many. 
Ha\-ing learnt them it would be possible to be prepared for the next 
war if wais did not change in their character and conduct. Un- 
fortunately no two wars are fought on similar hnes. Science advances 
so rapidl)' that it is impossible to predict the nature of the next con- 
flict and to say tvhether all the lessons learnt from an earlier tvar 
can be a beacon for the next. 

The basic pattern of war, however, appears to remain unaltered, 
and many situations tend to recur. The factual account contained 
in the various volumes of this medical histor)' should, therefore, be 
of interest to the medical services of the armed forces in particular, 
and to the medical profession in general It may also give an insight 
into the social function of medicine to the lay reader. It is apparent 
that a ver^’’ high degree of efficiency was achieved by the medical ser- 
\nces particularly in the field of preventive medicine, in the treatment 
and evacuation of casualties, in the maintenance of the morale of the 
fighting forces, and in research into neiv medical problems. The 
control of malana in the eastern theatre of war was an achievement 
of ivhich the medical sendees can well be proud ; in fact this campaign 
ivould have been impossible but for the verjf important part played 
by the medical services. The use of suppressive mepacrine, of the 
sulpha group of drugs and of penicillin was an important factor m 
reducing to a large extent the morbidity and mortahty in the fighting 
forces. 


Medical science progresses without pause and what was achieved 
dunng World War II must surely soon become outmoded. It is, 
therefore, imperative that the medical profession, basing their know- 
ledge on the past, should keep a ngilant watch on scientific develop- 
ments and continue their efforts to maintain the highest degree of 
efficiency. It will be seen that the success achieved during the war 
depended to a large extent on a vigilant outlook, a flexibility of plans 
and improvisation. Any delay in action and any conservatism were 
fraught iMth danger. A careful study of this medical history of the 
every admimstrative medical officer is, therefore, most 

desirable. 


February ^4.1, DMS 5(a), a sub-section under the 
U & F, Medical Directorate, GHQ,, India, was made res- 
ponsible for the collection of matcnal of histoncal interest ; and 
instructions \scre issued to medical units to maintain their war 
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dianes suitably and to preserve all letters of policy as were issued from 
time to time No further action was taken until an executive 
committee was formed in i 944 > consisting of the DGIMS, the 
DMS, the PMO, RIN and the PMO, lAP This committee 
was further strengthened by the inclusion of the Director of the 
Combined Inter-Services Histoncal Section In July 1945, Lieut - 
Colonel J G Thomson, IMS, was appointed as Chief Collator and 
Editor He prepared a plan for the medical history and an adminis- 
trative instruction was issued in 1946 Among other things it was 
stated m the instruction that India's contnbution would take the 
form of several separate \olumes of the mam Empire history , and 
onginally it was intended that in so far as the clinical sections of the 
history were concerned the contributions would be prepared in the 
United Kingdom while the Indian material would be used to amplify 
these where necessary On certain subjects, however, the mam 
contributions were to come from India By May 1946, the staff was 
collected and three ofiicers joined the section The Chief Collator 
and Editor toured the various commands to collect material and 
also visited vanous theatres of war m Burma, Malaya and the Far 
East 


Till the end of 1946, the section continued to be under the 
control of the Medical Directorate when it was transferred to the 
Combined Inter-Services Histoncal Section The responsibility, for 
the policy, direction and general supervision in medical matters of 
the scheme of medical history was, however, retained by the DMS, 
and later by the DGAFMS The Medical Section then became a 
sub section of the Combined Inter-Services Histoncal Section and on 
15 August 1947, was placed under the control of the Supreme Com- 
mander, and later under that of the Joint Defence Council In March 
1948, the Joint Defence Council decided that this section would work 
both for India and Pakistan, directly under the administrative con- 
trol of the Ministry of Defence, Government of India Lieut -Colonel 
B L Rama, AMG, succeeded Lieut -Colonel J G Thomson as 
Chief Collator and Editor on i January 1948 

From Its inception until December 1947, the mam activity of 
the section had been that of collecting, sorting and indexing notes, 
papers and documents and collating them into narratives in bits and 
pieces It could not be otherwise It was obvious from the very 
beginning that reorganisation and expansion of the staff were neces- 
sary for the preparation of a detailed history of the part plaved by 
the armed forces of undivided India during the war The Joint 
Defence Council sanctioned an establishment consisting of one editor, 
and five narrators 

Although It was repeatedly emphasised that the value of the 
official medical history would depend to a large extent on its being 
prepared and collated while the war was still in progress, yet it Will 
be seen that the compilation was started at a very late stage The 
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construction of these volumes, therefore, is mainly based on the avail- 
able V ar diaries, files and other documents. Some of the war diaries 
were incomplete and illegible. Not a few of them were untraceable. 
The task of collating matenal became all the more difficult as a large 
number of files and documents were destroyed in 1947. The gaps 
in the narrative could be filled only by officers who had the personal 
knowledge of the events. Most of such officers, however, were 
demobilised or retired. The narratives, therefore, in places neces- 
sarily lack continuity. 

For the preparation of the volumes of the medical history it 
has been constantly necessary to draw upon the knowledge and 
experience of many admimstrative officers, consultants, advisers and 
specialists who served in India during the war. Their assistance, 
invariably readily offered, has been of considerable advantage, 
indeed without their help it would have been impossible to complete 
this history. 

Exchange of information between the American, the - British 
and Commonwealth histonans also has been of great help. The 
Indian medical history is inevitably linked with Commonwealth 
histories Medical problems and progress are essentially the same 
the world over. A conference of Commonwealth medical historians 
was held in London m January 1946, to explore the possibilities of 
collaboration The conference recommended the formation of a 
permanent Official Medical Historians Liaison Committee to act as a 
central agency for the interchange of preliminary narratives and other 
information between the medical historians, and to provide facilities 
for them to meet from time to time in order to review progress, to 
consult together on technical questions and to consider solutions of 
such problems as relate to the correlation of data, avoidance of overlap, 
balance as between one medical history and another and methods of 
presentation. The Liaison Committee meetings were attended by 
the medical historians (or their representatives) of America, Australia, 
Canada, India, New Zealand, Pakistan, South Africa and the United 
Kingdom. The Committee held meetings in Ottawa (1947), Oxford 
(194^)5 Canberra (1949) and New Delhi (1952). These meetings 
prov'cd of immense value. 

The Advisory Committee in India was well established by 
the end of 1948 and met at frequent intervals at Simla and Delhi 
to guide the preparation of the history. The membership of the 
committee undenvent considerable change due to the exigencies of 
the serwee To all those who have served, including the past chairman, 
Licut.-Gcneral K. S. Master, I owe a debt of gratitude for their 
valuable services ungrudgingly rendered. I am also grateful to 
the many consultants and senior administrative officers of the 
IMS and the RAMG and other collaborators for their suggestions, 
coninbutions and reviews of the various volumes. In particular I 
must express my thanks to Dr. Bisheshwar Prasad, the Director of the 
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Combined Inter-Services Histoncal Section, under whose admimstra- 
tive control and over-all guidance this history has been compiled 

Finally my thanks arc due to the editor and members of the 
staff of the Medical History Section to whose ability and devotion to 
duty I largely attribute the successful completion of this history 


Lieut -General, 

Chairman^ Medical History Advisory Committee 
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of the Indian Armed Forces as a whole. In order to assist the reader 
to appreciate fully the problems which the formation of the Indian 
Aimy Medical Corps and the evolution of the nursing services during 
the war created, a retrospect of the medical services in India has been 
included m the appendices. 

Voluntary assistance undoubtedly played an outstanding part 
in providing relief to the troops, an attempt was, therefore, made to 
collect authentic accounts of various organisations which provided 
aid to the Indian sick and wounded and the prisoners of war. It was 
originally planned to publish a separate volume describing their 
activiUes, but it was not possible to collect adequate information 
concerning all of them. Accounts of the more important voluntary 
oiganisations have, hoivever, been embodied in the appendices. The 
inclusion of these accounts in the appendices does not mean that 
they were of minor importance. It may also be added that innu- 
merable persons, singly and in groups, including a large number of 
ladies, made gifts, entertained convalescents and provided valuable 
help in a ivide variety of ways to the siek and wounded soldiers, 
sailors and airmen. 

Other administrative and organisational problems such as 
hygiene, malaria, nutrition, and specialist services are discussed in 
the volumes dealing with these subjects. 

The subj'ect matter of the present volume is based almost entirely 
on the documents maintained in the Combined Inter-Services Histon- 
cal Section, Medical Library, to which frequent references are made in 
the footnotes. Some of the chapters and appendices have been pre- 
pared by individual experts who are acknowledged in the list of con- 
tributors These chapters, however, have been amplified or, in some 
cases, abridged in view of the restriction of space. It is regretted 
that It was not possible in every case to obtain the requisite permis- 
sion from each contnbutor whose contribution has been so modified. 

Gratitude is also expressed to Professor F. A, E. Grew, FRS who 
very kindly gave active help in preparing the chapters for the press. 
Mr. Lakshman Saroop and Mr. Amar Nath Sharma gave valuable 
assistance in the preparation of this volume. Acknowledgement is also 
made to Sardar Khazan Singh and Mrs. Ruth Brockbank who were 
associated with the work concermng this volume in the early stages. 


B.L.R. 
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Indian Medical Ser\nce. 

Indian Other Rank. 

International Red Cross Committee. 

Indian Resenn of Retired Officers. 

Indian State Forces. 

Indian Staging Section. 

Indian Tea Association. 

Indian Voluntary Aid Service. 

Landing Graft Infantry. 

Landing Craft Infantr)' (Depot Ship). 

Landing Graft Minor. 

Landing Craft Tank. 

Lines of Communication. 

Motor Ambulance Convoy. 

Main Dressing Station. 

Malaria Forward Treatment Unit, 

Master General of Ordnance. 

Medical MobiKsation Equipment, 
h'lobilisation Regulations. 

Mechanical Transport. 

Non Combatant (Enrolled). 

Non Commissioned Officer. 

Officer Supenosor, 

Pay and AUoivance Regulations. 

Principal Matron. 

Pnncipal Medical Officer. 

Prisoner of IVar. 

Principal Staff Officer. 

Pneed Vocabulary of Medical Stores. 

Queen Alexandra’s Imperial Mffitary Nursing 
Senace. 

Quarter Master General, 

Queen Alexandra’s hlilitary Nursing Service (India) 
Royal Air Force. 

Regulations for the Army in India. 

Royal Army Medical Corps, 

Regimental Aid Post. 

Recovered Alhed Prisoners of War and Internees. 
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RBMS 
Rcctg Regs 
Rcl Regs 

RIAF 

RIASC 

RIM 

RIN 

RINFO 

RIN{I) 

RINVR 

RMO 

RMS(I) 

RN 

RNVR 

RO 

RRG 

RTG 

SAGSEA 

SBA 

SG(M) 

SGRG 

SDHO 

SEAG 

SEMO 

SM 

SRMO 

TANS 

TINS 

TRO 

USAAF 

VAD 

VGO 

WAGfl) 

WET 

WO 

WRINS 


Reserve Base Medical Stores 
Recruiting Regulations 

Release Regulations Indian Arm) and Women’s 
Services in India 
Royal Indian Air Force 
Royal Indian Army Service Corps 
Royal Indian Manne 
Royal Indian Navy 
Royal Indian Navy Fleet Orders 
Royal Indian Navy Instructions 
Royal Indian Naval Volunteer Reserve 
Recruiting Medical Officer 

Regulations for the ‘Medical Services of the Army 
in India 
Royal Navy 

Royal Naval Volunteer Reserve 

Recruiting Officer 

Recruits Reception Centre or Camp 

Recruits Training Centre 

Supreme Allied Commander South East Asia 

Sick Berth Assistant 

Staff Captain 

Staff Captain (Medical) 

Services Convalescent and Rehabilitation Centre 

Sub Divisional Health Officer 

South East Asia Command 

Senior Executive Medical Officer 

Staff Matron 

Senior Recruiting Medical Officer 
Terntonal Army Nursing Service 
Temporary Indian Nursing Service 
Technical Recruiting Officer 
United States Army Air Force 
Voluntary Aid Detachment 
Viceroy’s Commissioned Officer 
Women Auxiliary Corps (India) 

War Equipment Table 
Warrant Officer 

Women’s Royal Indian Naval Service 
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Guide to Footnotes 


Footnotes have been nunibeied serially on each page. They 
can be classified in tliree categories, V2Z., (i) explanatory' notes, 
(n) cross references, and (m) the sources from ^vhich the material 
has been collated. 

To assist tlie reader who may ^\'ish to consult the original sources, 
the explanation of abbi e\dations, in respect of the ty'pe of documents 
used in footnotes, is given below . — 

H . . Combined Inter-Ser\'ices Historical Section Library 

Document. 

H(lsl) Combined Inter-Services Historical Section Medical 

Library Document. 

The H(M) documents are preceded by a symbol or symbols 
and a numbei The meaning of these symbols is as folloivs : — 

Symbol Subject of the file or document 

A Administration, oiganisation and liaison. 

B Medical Services in relation to the fighting soldier. 

C Medical Services in relation to the sick and wounded. 

F Flies lelating to tlie period after June 194.1. 

F Misc. Miscellaneous Files. 

FZ Files relating to the period before June 1941. 

H Histoiy'. 

K Reports of conferences. 

L Library of publications. 

POW Documents relating to POW. 

P Photographs and illustiations. 

QR Quarterly reports. 
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2 ADMINISTRATION OF MEDICAL SERVICES 

Directorate included the DMS., a deputy director of medical services 
(DBMS) who was also the director of hospital organisation, a chief 
lady superintendent, a director of medical organisation for war, a 
director of hygiene and pathology, two assistant directors of medical 
services (ADsMS), and four deputy assistant directors of medical 
services (D ADsMS) 

No substantial change in the staff appears to have been made 
till I April 1937, when the following staff was authorised : DMS, 
DBMS, a deputy director of medical organisation for war (DDMOW), 
a deputy director of hygiene and pathology (DDH & P), a deputy 
directoi of dental services (DDDS), an assistant director of hygiene 
and pathology (ADH & P), a chief principal matron (GPM), two 
DADsMS, and an officer supervisor (OS). This continued to be 
the peace time establishment of the Medical Directorate .5 


The Director of Medical Services 

The war not only increased the extent of peace time respon- 
sibilities of medical services but also added numerous other duties. A 
large number of recruits for the armed forces had to be examined. 
Field medical units and personnel had to be equipped, trained, and 
mobilised. A constant supply of trained personnel as reinforcements 
had to be maintained. An organisation capable of supplying the 
medical needs of the Army in India, the overseas forces based on 
India and the needs of the civil population in reoccupied countries 
until such time as civil administration could be re-established had 
to be set up. The reception, distribution and treatment in India 
of a large number of casualties from the forces operating in overland 
or overseas theatres necessitated the provision of adequate transporta- 
tion facilities and base hospitals. The subsequent disposal of 
British casualties to their depots in the United Kingdom required air 
or sea transport.^ The problems of hygiene, malaria, nutrition and 
others inherent in a rapid expansion of the armed forces, especially 
when operating in Assam, Burma and the South East Asia, had to be 
solved. A large number of prisoners of war, especially Italian, 
required special medical provision. Finally, the recovery of allied 
prisoners of war and internees required special arrangements. These 
commitments threw an immense amount of work on the adminis- 
trative organisaUon of the medical services in India. The task became 
c more difficult because they were unprepared for an emergency 
o sue a magnitude. India had not planned for major world 
\ ai , rentier defence had been her main pre-occupation. 

dependence of the medical services on different agencies 
DM9 icated the administrative problems and planning. The 

Genrnl personnel, on the Quartermaster 

lMGO'\ ^’^^’^sport, on the Master General of Ordnance 

cn age and non-medical equipment and on the Director 
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General, Indian Medical Service (DGIMS),6 for medical officers, 
nurses, and medical stores The Director General, Army Medical 
SerMcc (DGAMS) in the United Kingdom, controlled all departmental 
matters relating to the Royal Army Medical Corps (RAMC), the 
Army Dental Corps (ADC) and the Queen Alexandra’s Imperial 
Military Nursing Service (QAIMNS) 

Much time is required for the equipping of medical units 
and further time for their assembly and training The medical 
services, obviously, must have ample warning of the creation 
of new formations and their movements Unless the DMS could 
personally approach the heads of each of the \arious 
departments concerned, he was likely to be left hopelessly 
behind in the race for supplies and requirements The 
DMS insisted upon his right to sit always with the Principal 
Staff Officers (PSOs) in such discussions ‘ and not only when some 
one thought that it might affect the medical services ’ It was also 
felt necessary that the Commander-m-Chief (C-in-G) should set 
aside a definite time to sec the DMS two or three times a week 

Although the DMS, as the responsible technical ad\iser to the 
G-in-G, had the nght of direct access to him on professional matters, 
yet in practice it appears that the AG insisted that permission 
to do so should be obtained through him It seems that in the early 
years of the war, the chances of the DMS seeing the C-m C were very 
slender, and considerable delays in settling urgent matters occurred 
In July 1940, the Medical Directorate was, therefore, detached 
from the AG’s Branch and the DMS was given the status of a PSO 
This elevation in the status of the DMS, however, was short lived, for 
early m 1941 the status quo was resumed and the Medical Directorate 
again came under the AG m India This arrangement was not 
altogether satisfactory TheDMS could, however, issue orders on behalf 
of the AG to the General Officers Commanding-m-Chief (GOC-in-C), 
Commands and Distncts, and decide all such technical questions 
pertaining to the medical services as were submitted to the GHQ 


6 The DGIMS was in a peculiar position He was the medical adviser to the 
Government of India and its various departments on a large number of policy matters 
He was the head of the Indian Medical Service (IMS) and the Indian Medical 
Department (IMD) and was responsible for their recruitment pay promotion, etc , 
and all general questions relating to them He was also responsible for recruiting, 
terms of service and records of nurses in the Indian Army He was the oIEcial adviser 
of the War Department on all questions of supply of military medical stores and equip- 
ment and had direct control of the Medical Stores Department In conformity with 
his responsibilities all references concerning subjects which were hts primary concern were 
passed to him direct by sections of the War Department as well as by the branches of 
General Headquarten (GHQ,) On the civil side the DGIMS controlled and administered 
the Medical Research Department and several institutions of national importance and 
represented the Government of India on several organisations private and semi ofScial 
such as the Medical Council of India and the Indian Red Cross 

The /ollowmg officen held the appointments of the DGIMS from 1937 1947 

te! I it 

gs IS tegirKfii-is?' \iti ufe-i il 

For details of the expansion of the office of the DGIMS see Appendix IX 
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The DMS and his staff officers had exceedingly heavy 
responsibilities. The success ivith %vhich each of them in turn carried 
out his duties is worthy of the highest praise. Brief reference may be 
made to some of the important activities during the term of each of 
the DsMS. Major-General G.G. Tabuteau, DSO, KHS, assumed the 
appointment of DMS in 1937. In March 1940, he died in harness. 
He was succeeded on 12 March 1940, by Major-General William 
Ha>'ivood Hamilton, GB, GIE, GBE, DSO, ERGS, KHP, an officer with 
long service experience and outstanding adnumstrative and professional 
ability. His field experience especially during operations in the North- 
West Frontier 1936-37, is reflected m the scheme he adopted on a larger 
scale when he became DMS in India. 7 He found that medical 
planning to meet the requirements of a major war had hardly been 
started. The first thing he looked into was the supply of medical 
stores. By May 1941, the DMS undertook the whole function of 
piovisioning of medical stores. One of his more notable achievements, 
was the obtaimng of the status of a PSO for DMS m July 194®* Some 
of the important schemes carried out during his term of office were : 
the medical aspect of 1940 and 1941 expansion schemes, the recall 
of IMS officers m civil employment, the recruitment to the emergency 
blanches of the IMS and IMD Indian Cadre (IC), the formation of 
the IMS (dental branch), the training field ambulance, the training 
field hygiene section, the anti-malaria unit, the light field hygiene 
section and the light field ambulance, and establishment' of hospitals 
in Poona, Deolali, Bombay and Kirkee for the treatment of overseas 
casualties. He also initiated the scheme for the formation of a 
headquarters for the Indian Hospital Corps (IHG). He relinquished 
his office early m 1941 and was succeeded by Major-General Archibald 
Campbell Munro, CB, KHP, who remained m office till 31 May 1943. 

The term of office of Maj.-Gen Munro was an eventful one 
during which the formation of the Indian Army Medical Corps, 
the Indian Army Dental Corps, the Army Medical Training Centre 
and the organisation to combat malaria was initiated and consultants 
were introduced m the Army. Some of the other schemes carried 
out or initiated by him were * the medical aspect of 1941 expansion 
scheme, the establishment of Headquarters Training and Depot 
Centres and the Administrative Headquarters of the IHC, the IHC 
Viceroy s-Commissioned Officers, (V COs) and Non-Commissioned 
Officcis, (NGOs) School, the Army School of Hygiene, Babina, 
the Medical Wing Tactical School, Poona, and the Field Ambulance 
Training Centre ; the reorganisation of field ambulances, the 
lormation of hospital nver steamers, independent ward coaches, the 
” u 1 the field hygiene section (light division), and 

ophthalmological, surgical, ear, nose and throat (ENT), mobile surgical, 
base transfusion, dental, and dental mechamc units, the replace- 
ment o medical officers employed as registrars and quartermasters 


^ Sec 

1936-37 

20 


G^zcUe^or“Tna!?^r‘';^ on the North-West Frontier 

O^izcitc of India, Extraordinary dated 14 June 1938, Notification No 613, para 
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by non-medical officers, and the recruitment of IMD British Cadre 
(BG) to the IMS Emergency Commission (EG), and of civilian 
medical practitioners (CMP) (graduates and licentiates), specialists, 
technicians (pharmacists, laboratory assistants and radiographers) and 
medical officers for service in Indian limits 

On 1 June Lieut -General Sir Gordon Wilson, KGSI, CB, 
OBE, MG, KHS, succeeded General Munro He assumed the 
office of the DMS at a very difficult period, when the situation in 
the east was dismal He continued to direct the medical services 
till victory had been won One of the major problems he had to 
solve was the evacuation and distribution of casualties received from 
Burma A GHQ^ casualties evacuation organisation was established 
by him to deal with this problem Some of the other important 
schemes carried out dunng his term of office were the military medical 
arrangements for the Bengal famine relief, the Medical Directorate 
research organisation, the Command Malaria Training School (later 
converted into training teams), the malana field laboratory, the mass 
radiography centre Kunraghat, the establishment of hospital town 
at Jalahali, the formation of malana forward treatment, maxillofacial, 
blood transfusion and beach medical units, the arrangements in 
connection with the recovered allied pnsoners of war and internees 
(RAPWI) and rehabilitation of disabled ex-servicemen 

Lieut General Wilson was succeeded on 25 March 194.6, by 
Lieut -General Sir Treffry Owen Thompson, KGSI, CB, GBE, MA, 
DM, KHP, an officer with great dnve and an extraordinary talent for 
improvisation and with recent experience of war both in the eastern 
and western theatres He had already held the appointments of 
DDMS in Iraq, Burma, Central Command and Eastern Army, 
Medical Adviser to Supreme Allied Commander in South-East-Asia 
(SAGSEA) and DMS Eleventh Army Group, Allied Land Forces South 
East Asia (ALFSEA) The numerous problems involved during the 
closing phases of a major war including demobilisation, rehabilitation 
and the formation of central returned medical stores depot and of 
services convalescent rehabilitation centres had to be dealt with by 
him He held the office of the DMS till 1 947 when the armed forces 
of India were divided between India and Pakistan 

The Expansion of the Medical Directorate 

The peace time establishment of the Medical Directorate consisted 
of 10 officers, 48 clerks and 28 record sorters, duftnes and peons 
The directorate in September 1939 included the follow ng sections —8 

Subjects dealt with Officers employed 

Over all admmstration of the DMS 
medical serMces as a whole, DBMS 
hospital administration , nur- GPM, DDDS 
smg services and dental services 


Section 

DMS 
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Section 

Subjects dealt with 

Officers employed 

DMS I 

Personnel IMS, IMD, RAMG. 

Two DADsMS 

DMS 2 

Medical stores and equipment 
mobdisation and medical 

oigamsation for war. 

DDMOW 

DMS 3 and 5 

Hygiene, patholog)'^ and statis- 
tics 

DDH &P 
ADH& P 

DMS 6 

Office establishment and medi- 

OS 


cal budget 

The rapidly increasing responsibilities in war could not be adequately 
discharged by such a limited staff. The existing staff was, therefore, 
expanded and additional sections were created. August 1945, 
the establishment of the directorate had increased to 100 officers, 
396 clerks and 159 peons. 

The mobilisation scheme protaded for no comprehensive expan- 
sion of the directorate during the war except that it visualised the 
necessity of forming a sub-section of DMS i. But immediately on 
the outbreak of war a DADMS was attached to DMS 2 (mobilisation 
sub-section) and the addition of a few clerks was also authorised. 
In August 1940, an officer was transferred from the AG’s Branch 
to the Medical Directorate to deal with mobilisation problems and 
two appointments of OSs, one for DMS 2 and the other for DMS 5, 
were sanctioned. In April 1941, DMS Section was abolished and 
its functions ^vere transferred to other sections. Hospital administra- 
tion was transferred to DMS 5 and nursing services to DMS i. For 
the dental services a new section, designated DMS 3, was formed and 
the original DMS 3 and 5 became DMS 5. The DDMS could then 
pay adequate attention to the important matters of administration 
and the mobilisation schemes. The DDMS was granted the acting 
rank of bngadier on 14 November 1941.9 Up to the end of 1942 
the DMS had only one deputy. But it was soon realised that he 
could not carry alone the whole burden imposed by the expansion 
in the directorate and the ever-increasing administrative and opera- 
tional problems. An additional DDMS with the rank of brigadier 
was, therefore, sanctioned in January 1943, The two DDsMS were 
designated DDhIS (Operations) and DDMS (Administration) 
respectively. DDMS(O) dealt with operational matters and con- 
^oll^ DMS 4, 6 and 8, The remaining sections were controlled 
b) DDMS (A). Operational matters arising in any administrative 
section uere referred to DDMS(O) through DDMS(A) and vice versa 

DI\IS i—Person 7 iel Section . The supply of medical personnel 
to meet the needs of the Army was a source of anxiety even at the 
canning of the war, but with the advent of the 1940 Expansion 
^ ^ 94 ^ Replacements the task became exceedingly 

1 icu . Eveiy^ effort had to be made to procure the required 
num er of medical personnel for a large number of medical umts 


9 lAO 600/19^2 
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then being raised and for the fast expanding garrison hospitals in 
India, This involved considerable increase m work in DMS i. 

In August 194.0, work in connection with the IHG had been 
transferred to the Medical Directorate from the AG s Branch, An 
appointment of a staff captain (SC) m DMS i, under a DADMS for 
this work was also cieated at that time. With the increase in the 
strength of the IHG and consequent increase in the volume 
of work; it was not possible for the DADMS to supervise 
the work effectively. The appointment of the SG was, therefore, 
raised to that of a deputy assistant adjutant general (DAAG) on 

4 November 1941.” The appointments of ADMS (Personnel) and an 

05 were also sanctioned for DMS 1 in April 1941. This was followed 
by the creation of the appointment of an ADMS (Training) and a 
staff captain — the former to deal with questions relating to the training 
of medical pe^'scnnel and the latter to handle questions concerning 
RAMG British other ranks (BORs) recruited in India from the 
Anglo-Indian commumty. The formation of the Indian Army 
Medical Corps'- (lAMG) incorporating the IMS, IMD and IHG, 
m April 1943, led to the transfer of the corresponding work from the 
office of the DGIMS to the Medical Directorate In consequence, 
there ivas a large increase of work in DMS i. The section was, there- 
fore, reorganised and the staff, both officer and clerical, was 
increased. 

Towards the middle of 1943, the nursing section was separated 
from DMS I and formed into a new section designated DMS 9. By 
the end of 1944, the need for a separate record section in DMS i was 
acutely felt. The records hitherto were maintained by different 
sub-sections but the arrangement was not satisfactory. A new sub- 
section was accordingly formed under an OS. 

DMS 2 — Medical Stores and Equipment • Before the outbreak of 
war the stores section was under the direction of the DDMOW who 
was responsible for planning and all matters connected with mobilisa- 
tion and readiness for war. But the steady increase in work led to 
its being split into two sections DMS 2 was to deal solely with stores, 
while a new section (DMS 4) was created to handle all mobilisation 
matters. The procedure for the procurement of stores was that all 
indents were passed on by the units to DGIMS who issued the stores 
^rect from military stocks maintained at the medical stores depots. 
DMS had no control over these stocks The position was far from 
satiffacitor^ and in February 1941, the C-in-C ordered a committee 
r BSOs to investigate the position. The mam recommendation 
01 this committee was “ that the DMS should undertake the whole 
Junction of provisioning as understood in the MGO Branch with the 
^ephon that the DGIMS should continue to hold the stores ”.'3 
i he 1 revision Section ’ thus came into being in DMS 2 and was 
the first step towards the further reorganisation of that section. 


Sec page 2 g 
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Since mobilisation matters had been transferred to another newly- 
formed section, the designation of DDMOW was changed to deputy 
director of equipment and stores (DDE S) 

In November 1942, DMS 2 was reorganised A substantial 
increase m the staff of the section was made and a HoIIenth machine 
was provided DMS 2 at this stage was organised into three mam 
groups— 'Provasion, Issues and Co ordination The Provision group 
was responsible for the calculation of the total quantity of medical 
stores required for the initial equipment of all units of the Army in 
India and for their maintenance and reserve requirements Orders 
for stores emanated from this group The Issues group was respon- 
sible for the supply of stores to depots and units to meet their immediate 
needs and for the control and distribution of such items as were m 
short supply The Co-ordination group was responsible for the 
collection and supply of all information to the Provision group relating 
to the strength and number of units to be catered for, and to the Issues 
group regarding the disposition of troops throughout the India 
Command to enable that group to arrange for the proper distnbution 
of stocks It also controlled the details of sets of equipment and was 
responsible for obtaining financial sanction for newly introduced items 
mto»the Paced Vocabulary of Medical Stores (PVMS), for the supply 
of all statistical information to the Provision and Issues groups 
regarding stocks held, and for the control of establishments and 
accommodation required for the Army Medical Stores (India) 
(AMS(I)) 

In October 1943, South East Asia Command (SEAC) came into 
being and the work of the stores section further increased owing to 
the added responsibility of meeting the needs of this command and 
Its civil components The staff of DMS 2 was eventually increased 
to 21 officers, 1 OS, 4 civilian gazetted officers (CGOs), 1 civil bank 
officer, 8 technical assistants, 6 warrant officers (WOs), 2 supennten- 
dents, 6 assistants-in-charge, 89 clerks and 17 operators (HoIIenth) 
The section was again reorganised into seven sub sections viz 
administrative, planning, provision, standardisation, distnbution, 
ordnance and statistical ‘4 In the beginning considerable difficulty 
was experienced in getting financial sanction for medical stores and 
equipment This difficulty was eventually solved by attaching a 
representative of the Finance Department to the Medical 
Directorate 

DMS 3 — Dental Services A section DMS 3 dealing with Dental 
Services was formed in Apnl 1941 With the formation of the Indian 
Army Dental Corps (lADC) in Apnl 1943, and the steady increase 
in work, owing to the increasing strength of officers and other ranks, 
the staff of the section had to be increased by a staff captain m early 
^44, and an assistant director of dental services (ADDS) m 
December 1944 


‘♦See also pages 341 342 


‘*Sec also page 58 
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J)^^S 4— The section DMS 4 came into being towards the middle 
of 1941 when the work in connection with mobilisation and orga- 
nisation for war was separated from DMS 2. The work in tins 
section, hotvever, increased rapidly, necessitating reorganisation in 
September 1942, which involved the addition of an assistant adjutant 
general (AAG) (Medical). The section thenceforth acted as a co- 
ordinating section for the Medical Directorate in place of AG(C-2) 
and AG(G-3) sections of the AG’s Branch. Questions of war planning 
and expansion, raising and mobilisation of units, and the despatch 
of units continued to be co-ordinated by AG(G-i). 

In February 1944, a further reorganisation of DMS 4 and 
DMS 8 which dealt with hospital administration became necessary. 
It resulted in the amalgamation of these two sections and the forma- 
tion of section DMS (Operations), which was later designated Med. 
Ops.* 6 The newly-formed section was responsible for medical opera- 
tions, planning and movements. The last reorganisation of this 
section resulted in the abolition of the section DMS 6 and the forma- 
tion of Medical Organisation Section. 

DMS 5 — Hygiene, Pathology and Statistics^ 7 The head of the section 
was DDH & P, who was assisted by an ADH & P. The appointment 
of DDH & P in the beginning carried the rank of colonel or lieut.- 
colonel. There was no provision for the grant of acting rank of colonel 
to a substantive lieut.-colonel holding the appointment. As the 
appointment was of a highly technical nature and the incumbent 
was required to give final opinion and rulings on all questions relating 
to the health of the Army in India to senior officers in other depart- 
ments of the service, the acting rank of colonel was sanctioned for 
it on^ 2 September 1940. *8 Later, the local rank of brigadier was 
sanctioned from 21 January 1944,* 9 and the acting rank of brigadier 
from 17 April 1945.^° Early in 1941, the functions of the ADH & P 
were divided between the assistant director of hygiene (ADH) and 
the assistant director of pathology ( ADP) . In the meantime malaria 
had become a serious problem and its control from the centre became 
essential. Accordingly, the appointment of ADH anti-malaria (AM) 
was added to this section in November 1941. In March 1943, this 
appointment was designated as assistant director of malanology (ADM). 
A deputy assistant director of malanology (DADM) was also added 
m the staff of the section on 20 July 1943.21 In the meantime the 
Director of the Malaria Institute of India had visited operational 
areas at the request of the military authonties. On 23 Apnl 1942, he 
was appointed consuUant malanologist at the GHQ,- The rank of 
ngadier was authorised for him and this was later upgraded to 
major-general.22 


A/3|27;H(M) 

Prevention of Diseases, Malaria 


'8 r/Z-234e8iH(M). 
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Early in 1943, an appointment of a DADMS (nutntion) to 
combat the danger of malnutntion was made, which was upgraded 
to assistant director of nutrition (ADN) on 14 October 1943 *3 The 
Director, Nutntion Research Laboratories, Goonoor, was appointed 
honorary consultant in nutntion to the GHQ, on 27 November 

1943 

Towards the middle of 1944, a number of research officers were 
added to DMS 5 to carry out investigations in the fields of preventive 
and clinical medicine and of transfusion 

DMS 6 — This section onginally dealt with officQ establishment 
and the medical budget On the formation of the Chief Administra- 
tive Officer’s office towards the end of 1942, the office establishment 
work was transferred to it together with the OS in charge of the work 
The section, however, continued to function as the co ordination 
section of the directorate under the AAG(M) until January 1945, 
when it was merged into the Medical Organisation Section 

DMS 7^6 — ^Before World War II there was no special cadre of 
consultants and advisers The administrative medical officers were 
responsible for professional training and treatment in medical units 
The different branches of medicine had already become highly 
specialised By 1941, the Army m India had expanded to nearly 
half a million and this number was rapidly increasing All serious 
battle casualties uere being sent to India from Persia and Iraq, and 
quite a large number of casualties were also arriving from the Middle 
East, Far East and Burma The sick rate amongst casualties evacuated 
from the Eastern Army was also considerable Several hospitals 
were opened to accommodate these casualties and to these specialists 
m vanous subjects were appointed These specialists were generally 
junior officers and required supervision and guidance As the war 
progressed, the necessity of appointing consultants became urgent 
On II May 1941, the terms and conditions®? of service of consultants 
were sanctioned, and in 1942, the appointments of consultant 
physician®8 and surgeon ®9 at the GHQ, were authorised This was 
followed by the appointment of advisers and consultants in other 
subjects By 1944, ten consultants (surgeon, physician, psychiatrist, 
neurologist, ophthalmologist, anaesthetist, oto-rhmo laryngologist, 
dermatologist, radiologist and venereologist) and one adviser 3 ‘ m 
neuro-surgery were serving at GHQ. In the beginning, the consul- 
tants in surgery, medicine, psychiatry, neurology and ophthalmology 
were granted the local rank of bngadier and the remaining consultants 
held the rank of colonel In April 1945, it was agreed that allS^ 


*3 F/2a7o/H(M) 

F/ai3^/H (M) 

*5A/3/a7/H (M) 

^ See also Volume on Surem 

and PatholOe,y 
*’F/Zaioi 7 /H(M) 


* 8 F/ 2 J 32 /H(M) 

*9F/Z 2637i/H(M) 

3«A/a/55/H(M; 

3* Ad\uer m neuro-surgery was also 
commanding the neuro-surgical centre 
3* F/ 36 o 6 /i 2 /H(M) 
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consultants in the India Command should be granted the local rank 
of bngadier from the date of their appointment. With the creation 
of the above mentioned appointments at GHQ^, DMS 7 section was 
created in April 1942 . 33 

DA{S 8 — Hospital Organisation : Before July 1942, all questions 
relating to planning, organisation and administration of hospitals, 
operational and static units, were dealt with in DMS 5. The duties 
m connection with these matters had inereased to such an extent 
since the outbreak of the war that they could no longer be dealt with 
efhciently in DMS 5, and, accordingly, a new section, DMS 8, was 
formed. This section was placed under the Inspector of Hospitals, 
assisted by one DADMS. The Inspector of Hospitals was initially 
required to assist in organising static hospitals. Forward planning 
for the raising of general and base hospitals and convalescent 
depots necessitated the preparation of detailed and meticulous 
appreciations, including the strength of armies on the borders of 
India and overseas commitments. 34 - In Februaiy 1943, the designa- 
tion of Inspector of Hospitals was changed to that of Inspector Medical 
.Services with the rank of brigadiers 5 and the scope of his duties was 
widened to include operational commitments, planning, appreciation, 
etc , and expansion, organisation and administration of garrison 
hospitals. DMS 8 was later merged into the Medical Organisation 
Section. 

DMS 9 — Nursing Section^^ : With the growth of the nursing 
services, especially the introduction of the Auxiliary Nursing Service 
(India) (ANS(I)), a separate section, DMS 9, was formed in July 
1943. The GPM ranked as a brigadier from May 1944.37 The 
increase in work in this section led to the appointment of a total of 
8 officers by October 1945. 

DMS 10 — Medical boards, medical attendance and medical 
war records were originally dealt with by DMS 5. As that section 
was becoming too unwieldy, a new section designated DMS 10, 
was formed about November 1943. The increase in work on medical 
boards and the accumulation of medical war records necessitated an 
addition to the establishment of a CGO and the raising of the status 
of the OS to that of a DAAG (Civilian). 

DMS 12 ^The section DMS 12 (later designated as DMS 3) 
with a skeleton staff was onginally sanctioned in 1944, to deal with 
the wnting of the medical historj^ of the war. A Chief Collator and 
hditor \vas appointed in July 1945. The establishment of the section 
was slightly expanded in Apnl 1946. In December 1946, it was 
amalgamated with the Combined Inter-Services Historical Section 
which ivas later reorganised as a joint section of India and Pakistan, 
and Its establishment included one editor and five narrators, which 
was sanctioned with effect from i October 1948. The DMS in 
India and later the Director General, Armed Forces Medical Services 

F/2I32/H(M) 

See also page 79 


A/3/a9/H(M) 
3^ r/2303/H(M) 


37 F/36o3/34/H(M) 
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Bngadier 
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(DGAFMS), ho^\c\e^, rct'imcd the responsibiht> for the polic>, 
direcuon and general suiiervision m medical matters of the programme 
of work of the section ^8 

t 

COMMANDS, DISTRICTS AND STATIONS 

At CNer> Command Headquarters there was one DBMS who 
was the technical ad\aser of the GOG-in-G on all medical 
matters and on all questions affecUng the health of the troops He 
controlled and administered all medical establishments and personnel, 
distributed the medical personnel according to requirements and issued 
on behalf of the GOG in C, such orders as were necessary Like- 
wise at every Distnct Headquarters an ADMS was appointed to 
advise the GOG In Independent Bngade Areas the duties of the 
ADMS were performed b> an ADMS or b> a senior executive medical 
officer (SEMO) In military stations, the officer commanding 
military hospital, or the senior among such officers if there were more 
than one hospital m the station, was appointed SEMO of the station 
He advased the officer commanding the station on all general medical 
and hygiene inatttrs affecUng the troops stationed there and also on 
all matters concerning medical arrangements in connection wath 
the mo\ements of troops, mobile columns, training camps, etc He 
was also the health officer of tlic cantonment and, as such, a member 
of the cantonment board 

In June 1937, tlie organisation of the Commands, Distncts and 
Independent Bngade Areas was as undei39 — 


Korlkem Command WesUm Command Eastern Command Southern Command 


Peshawar Distnct Baluchistan Dis- Meerut Distnct Deccan Distnct 
Rawalpindi Dis- tnct Lucknow District Bombay Dis- 

[" tnct Zhob (Indepen- Presidency and tnct 

Lahore Distnct dent) Bngade Assam Dis- Madras Dis- 

Kohat Distnct Area tnct tnct 

Wazinstan Dis Sind (Indepen- Delhi (Indepen Poona (In- 
tnet dent) Brigade dent) Bngade dependent ) 

, Area \rea Brigade 

t Area 

At the Headquarters of each Northern and "W^cstern Commands 
were a DBMS, an ADH &, P and a D\DMS (Mobilisation) Northern 
Command had a DADMS in addition, and Headquarters, Castern 
Command had a DBMS, an ADH P and a DADMS The staff 
I of Headquarters, Southern Command, included a DBMS, an ADH, 

I an ADP and a DVDMS Five distncts (Peshawar, Rawalpindi’, 

' Lahore, Mccnit and Lucknow) had an ADMS, a deputy assistant 
, director of hygiene (DADH), a deputy assistant director of pathology 


» FL^oi/i.or!I(M) F/^gs-Zi-ZHCM) 


59 \I (I)62Zi937 
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/■DADP) and a SC(M), each. Three districts (Baluchistan, Deccan 
and Bombay) each had an ADMS, a DADH and a DADP. Head- 
quarters, Wazinstan District had one ADMS, one DADMS and 
one DADP. Three districts (Kohat, Presidency and Assam and 
Madras) had an ADMS and a DADP, each. Jhe DADsH at 
Peshawar, Rawalpindi and Lucknow also looked after Kohat, Waziris- 
tan and Presidency and Assam districts, respectively ,' and the ADMS, 
Meerut distnct, looked after Delhi (Independent) Brigade Area. 

On 6 December 1938, Western Command was re-organised 
into Western (Independent) Distnct comprising Zhob, Quetta and 
Khojak Brigades and Sind Brigade Area. The medical staff autho- 
rised for the district was an ADMS, a DADH, a DADP and two 
SCs Medical (M). The appointment of one SC(M) was abolished on 7 
November 1939. A SG(M) was also authorised for Deccan District 
on 6 December 1938. He was later transferred to Poona (In- 
dependent) Area with effect from i April 1939. From 10 June 
1 939) DADMS at Wazinstan Distnct was substituted by a DADH, 
and DADH, Rawalpindi District, was no longer responsible for 
Vv^azinstan District. 

In September 1939, India was divided into three Commands, 
(Northern, Southern and Eastern) and a Western Independent 
District. In May 1942, this organisation was changed and three 
Armies (North-Western, Southern and Eastern) and a Central 
Command were formed. By the middle of October 1943, Eastern 
Army was divided into the Eastern Command and the Fourteenth 
Army. Other organisational changes also took place from time to 
time,^° and the medical organisation was altered accordingly. The 
medical staff at the Headquarters of Armies and Commands more 
or less remained as before, except that consultants and advisers in 
vanous subjects were also posted. The basic staff of an area consisted 
DADMS, DADH and DADM, and larger areas had an 
additional SC(M). The sub-areas in most cases had a DADH or 
a DADMS or both. 

- . number of staff officers employed at the Headquarters 
ot Armies, Commands, Districts and Areas increased from 64 to 
2 1 1 as follows • — ^ 
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DADM 

SC 

SC (maJanoiogy) 
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SC (nutrition) 

SC (M) 

Honorary consultant 
Consultant ophthalmolo 

1 

5 

I 

6 

I ' 
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gist 

Consultant physician 
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Consultant (ENT) 
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Consultant surgeon 
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Adviser in neurology 
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Adviser in psychiatry 







Adviser in anaesthetics 
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Adviser m Venereology 
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Adviser in ophthalmology 
Adviser in radiology 
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* Adviser in dermatology 
Nutrition officer 
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Principal matron (PM) 
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Staff matron (SM) 
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Matron examiners 
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4 
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Total 

14 


56 
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CHAPTER II 


The Formation of the Indian Army 
Medical Corps 

In September iqSQj medical services of the Army in India 
were not organised for expansion to a size commensurate with a 
^ major war._ Their commitments at that time were restricted to the 
hospitalisation and medical supervision of the existing garrisons, 
and to the maintenance of a small nucleus of units and stores for the 
formations earmarked for active service on or beyond the frontiers 
of India. 

It was soon obvious that the Axmy ^vould have to expand 
rapidly and that a large number of medical officers "would be required 
for such expansion. With the entiq’’ of Japan into the war and the 
subsequent direct threat to India, the situation became serious, and 
early expansion of the armed forces and their medical services was 
imperative.^ The problem of finding medical officers for the Army 
was^ complicated by a serious shortage of medical practitioners in 
India,' the unatyactive terms of service offered to the Indian medical 
^aduates and licentiates in the early stages of the war, and the 

inability to increase the rate of recruitment to the IMS in the United 
Kingdom. 


nUTIAL EXPANSION OF THE IMS" AND TVTp 


f , commencement of hostilities, the actual strength 

OftE ^ employ was 366 (143 Indian and 223 British) .3 

, ^ ^ 5 - Ib officers in civil employment at that time, 133 belonged 
o e war reserve, 73 fo Ihe residuar)’' cadre and the remaining 59 

these, there was an authorised 
/\rT 300 Aray in India Reserv^e of Officers (Medical) (AIRO) 

the j Reserve of Retired Officers (IRRO). Initially, 

the IMS was expanded by recalHng the reserviste. 

Tune accordance with the arrangements made in 

habL to^?prSl ^ Kingdom who were 

readiness to rph^ ernetyency were warned to hold themselves in 

on:Septemllf9fg°(-^j67?"r4“o'‘' AIRO(M) 

of released tpmnr.raE’ u 4 d tbis reserve consisted 

released temporary or short sersoce IMS officers who had a liability 


I 


3 

4 


M oooT, r Practnion«3 a^ailat 

000 (1^000 graduates and 27,000 Ucenti; 

For earK hlstor^ of the IMS see Appends. X 

.yyi3/HfM) 3 F/Z-i 8746 /H(M) 

ff -1 5o/H(.M) 0 A/4/,8/H(M) 


as estimated to be approximately 
A/6/i8/H(M). 

■ F/Z-ig36i/H(M) 
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,T 

to join the reserve under the terms of their original agreements. The 
rest were civilian officers of gazetted status or private practitioners. 
It %vas decided to recall such officers of this reserve as were prepared 
to volunteer, and those not prepared to volunteer were asked to resign. 
The call-up of AIRO(M) began in September 1939, and up till July 
1942, 210 officers had been recalled to military duty.8 

Recall of Officers on Leave Pending Retirement : By January 1940, 
4 officers on leave pending retirement and resignation from the 
military side had been recalled to duty. It was, however, decided 
in April 1940, that all officers would retire on reaching the age of 
superannuation but might be re-employed if required and if they 
volunteered. Later in May 1941, it was decided that retired IMS 
officers recalled to duty should continue to serve as long as the 
exigencies of service reqmred, irrespective of their attaining the age of 
superannuation. The number of IMS retired officers employed in 
the Army on i March 1943, was 40.9 


Recall of War Reserve Officers from Civil Employment : In April 
1940, tne recall of war reserve officers from civil employment started. 
Officers joined the armed forces in small batches of ten, and, later, 
even of five When recruitment to the emergency cadre commenced, 
was decided to adopt a system of blending, i.e. meeting Army 
demands partially by the recall of officers in civil employment and 
partially by open recruitment. By the end of 1941, all war reserve 
and supernumerary officers had been recalled, with the exception of a 
few who were holding administrative posts. About the middle of 1942, 
it was decided to withdraw even the residuary officers. By the end of 
1944, a total of 170 IMS officers had reported for military duty.^° 

Recruitment to the IMS Emergency Commission (EC) : From June 
194^ t e emand for medical officers of the IMS began to increase 
recruitment to the IMS(EG) was initiated. The terms 

tn IMS (EG)” were changed from time 

e o owing were some of the important changes made : — 

hmit for entry from thirty-two to forty-five, 
ith further relaxation in individual cases up to fifty. 

f®’' professional experience equal to half 

mpru date of qualification to the date of appoint- 

ment, subject to a maximum of five years. 

hi^^r commission up to eighteen months for 

recruitment^ hospital appointments held before 

for J^^^°^disation at the rate of Rs. 2,000 

those who year of Army service in the case of 

I Tanuarv basic registrable quahfications before 

January 1940, and Rs. 1,000 in the case of others. 


(0 

(n) 

(ill) 

(iv) 


® A/2/6 o/H(M). 

/4/50/H(M), F/Z-20766/H{M). 

See AI(I) 274/194^ as amended from time to time 
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(v) Preference to emergency commissioned officers in filling 
vacancies in the permanent service after the war 

(vi) Relaxation in the standard of professional qualifications so that 
certain degrees and diplomas which had hitherto not been 
regarded as of sufficiently high standard were accepted as 
adequate for the purpose of the grant of commissions 

(vii) Grant of a stipend of Rs 100 per month and the payment of 
examination fees of such final year students in the approved 
medical colleges as had agreed to serve in the IMS on quali- 
fication ** 

To supplement the IMS gener'tl service cadre, recruitment of 
the follow^ng special categones of officers w as also started* 3 European 
doctors in India and the United Kingdom, (October 1940) , assistant 
surgeons of the IMD (BG) in IMS (EC) (June 1941) , medical 
graduates employed in state-managed or company-managed railways 
(October 1941) , specialists on special terms (January 1942) , wromen 
medical practitioners (January 1942) , and IMS (EC) service within 
Indian limits (June 1942) , GMPs graduates (September 1941), and 
civilian anti-m liana officers (February 1942) 


EXPANSION OF THE IMD *5 


At the commencement of hostilities, the actual strength of the 
IMD m military employ was 346 assistant surgeons and 578 sub- 
assistant surgeons *6 in addition, there was an authonsed reserve of 
150 sub assistant surgeons *7 All sub-assistant surgeons employed by 
the Provincial Governments were liable for military duty in India 
dunng the first ten years of their service if engaged pnor to 31 August 
j^20, and anywhere m and out of India, if engaged after that date '8 
The total number of such sub-assistant surgeons at the outbreak of 
war was 649 *9 There were also 74 war reserve and 19 residuary 
assistant surgeons, and 43 reserve and 30 residuary sub assistant 
surgeons in civil employ =0 

Recall of Sub-Asmtant Surgeons (Reservists) The first step in 
me expansion of the IMD (IG) was the recall of the reservists 
Uut of a total of 143 reservists available^* at the commence- 
ment of hostilities, 116 were thus serving-® in the Army on i Apnl 


r Surgeons in the Emergency, Cadre 

A embodiment of the civil sub assistant surgeons m 

rmy was started m June 1940, and their terms and conditions 


A/6/39/H(M) 

** See also page joi 
‘♦A/6/9/H(M) 

For early history of 
A/4fi8;H{M) 

RMS (I) Appendix 


IMD Sec Appendix XII 
29 


>8 RMS (I) Para 47 
>9A/6/i7/H(M) 

H/4/54/H(M) 
FiZ*aa8ai;H(M) 
” A/4/53/H(M) 
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quarterly strength of IMD assistant surgeons (INDIAN CADRE) 
EMPLOYED IN MILITARY AND CIVIL SERVICES, 

22 -j RESERVISTS AND RETIRED 

FROM 1 SEPTEMBER 1939 TO 1 APRIL 1943 
NOIL -R.ECRUITMENT TO IMD WAS STOPPED AFTER 1 APRIL 1943 



^ o 

ui u; 

Q 




'939 '940 ig, 

S regular IMD IN MILITARY 
S REGULXR I M D IN CIVIL 
Hm I M D RESERVISTS 


o 

Q . 


I VI D EMCRGENCY BRANCH 
n<.OVINCIAL CIVIL 
IMD PwL TIRED 
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of service were issued on 31 Jvily 1940"^ The total number of sub- 
assistant surgeons thus recruited in the Army uptill March 1943, 
was 645 

Recall of IMD {IC) from Civil Emplojf Steps were also taken to 
recall the IMD (IC) in war reserve and residuary appointments in 
civil employ and by January 1943, 41 war reserve and 30 residuary 
sub assistant surgeons bad been called up for military duty, leaving 
only two of the war reserve m civil employ 

Re-employment of Retired Sub-Assistant Surgeons Many retired sub- 
assistant surgeons also offered their services for re-employment The 
number of such volunteers was about 165 Their terms of re-employ- 
ment were sanctioned on 31 August 1940^6 About 50 retired sub- 
assistant surgeons who were found physically fit and considered 
suitable, were re employed in the Army, and a few were re-employed 
in civilian establishments under the Central Government A fairly 
substantial number, however, expressed their unwillingness to be 
re employed on the terms sanctioned The terms of service, were, 
therefore, amended in 1941 All retired VCOs of the IMD (IC) 
were then entitled to further promotion and increment m pay and 
could get the minimum pay of rank plus pension Their further 
service was counted for increased pension if the minimum pension had 
not already been earned 

Retired sub-assistant surgeons, who were not in receipt of any 
pension or gratuity, were also taken into the emergency branch of the 
IMD(IG) on the same terms as for other private practitioners, with 
the advantage that they could count their previous service in the rank 
of jemadar in the department for purposes of senionty, pay and 
promotions All IMD (IC) personnel reaching the age of super- 
annuation were also offered these concessions “7 

Compulsory Retention of IMD{IC) Personnel reaching the Age of 
Superannuation In October 1941, orders were issued for the com- 
pulsory retention of all IMD(IC) personnel 'Ihey were, however, 
given the option of re-employment Those declining were com- 
pulsorily retained and allowed to draw provisionally the pay that they 
were receiving before reaching the age of superannuation Those 
accepting re-employment were employed under the terms issued m 
August 1940 Later, it was decided to retain compulsonly all IMD 
personnel whose retirement was due after 21 October 1941 By 
March 1943, two members of the IMD (IC) were compulsorily retained 
m service and forty were re employed “8 

Recruitment to the IMD {Emergency Branch) Recruitment to a 
separate cadre called the emergency branch of the IMD(IC) was 


Sec Government of India Defence Department letter No 265 Med/4/D i Dated 
July 1940 as amended from time to time (L/6/i4/H(M)) 

** A/ 5 /i 4 /H(M) *3 H/ 4 / 54 /H(M) 

s S« Go\ernment of India prfence Department letter No 2 20797/1/ DMS i, dated 
51 August 1940 as amended from time to time (L/6/9/H(M)) 

H/4/54/H(M) «8 H/4/54/H(M), A/4/453/H(M) 
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commenced m April 1940- The terms and conditions of sewice of 
this cadre were also subsequently improved to attract recruits." 9 The 
impoitant concessions granted included the following : appointments 
m the rank of jemadar (VGO) direct instead of WO as formerly, 
change of the designation of sub-assistant surgeons to assistant- 
surgeons Ili 4 D(IG) 5 grant of an emergency allowance of Rs. 125 
in addition to the basic pay of rank ; grant of an ante-date of service 
for professional expenence and higher qualifications on the same lines 
as for the IMS, and increased number of promotions in higher 
ranks, i.e., subedar-major and honorary lieutenants, etc.S® 

In addition to the measures mentioned above, the PSOs Com- 
mittee in May 1941, noted the desirability of making better use of 
the IMD personnel as medical officers. Consequently, m order to 
lelieve IMD officers for active medical work, the following auxiliary 
services were also established ; a cadre of GMPs (licentiates) (Novem- 
ber 1941), a cadre of technicians, (January 1942), a cadre of anti- 
malana assistants (February 1942) and IMD (IC) for service rvithin 
Indian limits (July 1942). 3 * ^ 

Re-employment of Retired Assistant Surgeons IMD{BC) : Many 
retired members of the IMD(BG) also offered their services for re- 
employment. Their terms and conditions of re-employment^- were 
issued on 22 August 1940, and about 45 assistant surgeons were then 
re-employed. All assistant surgeons on reaching the age of 
superannuation were also re-employed on the same terms as for the 
letired re-employed. Terms and conditions of re-employment of 
ex-IMD(BG), who were not in receipt of a pension or gratuity, were 
also formulated on 17 May 1941. However, only one assistant 
surgeon of this category was employed and he was later granted an 
emergency commission in the IMS.33 

Recall of Assistant Surgeons IMD{BC) from Civil Employment : 
The first batch of assistant surgeons IMD(BG) from civil employment 
was recalled to military duty by 10 January 1941. The war reserves 
were recalled first and then those holding residuary posts. By January 
^943 j the 74 assistant surgeons in civil employment as war reserve 
and 5 out of the 19 residuaries, had been recalled. The remaining 
14 residuanes could not, however, be spared for military duly. 

Grant of Emeigency Commissions in the IMD{BC) The field of 
recruitment in India for the IMD(BG) was extremely limited. No 
emergency cadre in this department was, therefore, started. In order 
to fill the authorised^ vacancies m the commissioned ranks, it was 
May 1942, to grant emergency commissions in the IMD- 
(BC) to selected WOs of the cadre,' on the recommendation of a 
selection board set up under the chairmanship of the DGIMS.34 


Department letter No Z-19551/1/DMS1, dated 16 
November 1939, as amended from time to time, L/6/7/H(M) 

30 A/6f8/H(M) 31 A|6|io|H(M) 

Z-20751/1/DMS I dated 22 

August 1940, as amended from time to time, L/6/io/H(Ml 
H/4/54/H(M), 34 H/4/54/H(M) 
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REDltCTlONS IN THE ESTADLISIIMENTS 

Besides the meisurcs mentioned ibovc, the cstibhshmcnts of 
medic'll units were constintly under rcMsion m order to meet the 
changing conditiom and tIso to make reductions in the TUthonsed 
staff On 26 July 1940, all commands and districts were 
addressed on the subject of cstablislimcnts for hospitals, and it was 
pointed out that ofheers commanding hospitals were authorised 
to arrange for their actual requirements of medical personnel wath the 
ADsMS concerned on the basis of 5 5 per cent of the beds for Indian 
and 8 per cent for-Bntish troops It was emphasised that medical 
ofHcers must make the utmost use of the depleted staff, and should 
not keep unnccessanly a large staff in tiicir hospitals, as this would 
depme the other medical units of their legitimate requirements 
Appeal to the GHQ, for help was only to be resorted to when 
suitable local arrangements appeared impossible This was followed 
by another letter on similar lines issued on 3 August ipjo In jMa\ 
1941, the PSOs Committee recommended that more economical 
use of the doctors should be made after a thorough revision of the 
scales of personnel In the category of doctors were included IMS 
and RAMG officers and assistant surgeons IMD (IC and BC) 

It was felt that, without drastic reductions, the commitments 
for the forces that were then being prepared for Iraq, could not be 
met New scales \vere, therefore, drawn up The principle, as 
stated above, was to lump together medical oflicers and assistant sur- 
geons as a cadre of doctors Compounders and dressers, who were 
to perform most of the duties of sub assistant surgeons, were also 
added to this category as they were recruited By this reduction a 
saving of 843 doctors was estimated The change did involve a 
lowenng of stai]dards ,35 but it provided for adequate treatment for 
all This change 3 C was accepted in June 1941, by the C-m-C India 

MEDICAL OFFICERS FOR ORDNANCE FACTORIES AND RECRUITING 
DUTIES ETC 

In pursuance of the general policy to release military medical 
officers for active duties, it was decided to employ civil sub-assistant 

35 A few examples of reduction in the medical staff are given below — 

Specialists were practically full time general duty oflicers, practising their 
speciality in their spare time they were not available for treating oflicers and 
their lamihes for trivial complaints but only in eases where a consultant 
would normally be called in civil life 

Medical personnel could not normally be provided for company training camps 
tram conducting duties of healthy men etc A nursing orderly was provided 
for first aid work and the cases which could not be dealt by him were sent 
to a military hospital 

Category A recruiting medical officers were replaced by men of lower medical 
category 

New war establishments for field ambulances combined general hospitals 
Inman and British convalescent depots and ambulance trains were sanctioned 
from which assistant surgeons (IMD BG) were eliminated L/i/ai/H(Ml 
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surgeons, members of the provincial medical department, in place of 
the IMS officers employed in the ordnance factories, ordnance depots 
and on recruiting duties. Terms and conditions of their employment 
were issued on 15 November 1941. Moreover, sanction was also 
given for the employment of sub-assistant surgeons from the Indian 
States on these duties on 18 November 1942, sub-assistant surgeons 
(Burma) on 6 September 1943, and women medical practitioners in 
December 1943- Up to the end of Au^st 1945 ’ sub-assistant 
surgeons were deputed for recruiting duties, 19 for ordnance depots 
and 156 for ordnance factories. From March to August 19455 26 
medical officers were also recruited for civil labour units. 37 


REPLACEMENT OF MEDICAL OFFICERS BY NON-MEDICAL OFFICERS AS 
REGISTRARS AND QUARTERMASTERS 

The shortage of medical officers also made it necessary to explore 
the possibility of appointing non-medical officers to certain appoint- 
ments normally held by medical officers, which were of a purely 
administrative nature and did not require professional knowledge. 
Accordingly in August 1942, it was decided that the appointments 
of registrars and quartermasters in hospitals, where authorised, 
were to be filled by combatant officers, quartermasters of the special 
list or Women Auxiliary Corps (India) (WAC(I)), thus releasing an 
equal number of medical officers, performing these duties . 38 


THE MEDICAL PERSONNEL SITUATION IN 1 942 

On 20 September 1942, the AG reviewed the medical personnel 
situation. It was observed that in spite of all efforts to increase the 
intake of medical officers, the Indian Army was faced with a shortage 
of about 793.^ Medical planning was on the basis of ten Indian and 
tsvo British divisions with the line of communication troops for the 
field army, frontier defence and internal security units and training 
^tabhshments, etc. (approximately 1,350,000 Indian and 187,000 
Bntish troops and some 40,000 Royal Air Force (RAF) personnel). In 
base and garnson hospitals, the scale of medical officers had already 
been reduced from 4'5 to 2*5 per 100 beds. The rate of casualties allowed 
in the plan was 10 per cent, for the two-thirds of the field army and 5 
per cent for the remainder. For the garrisons in India, the allotment 
ot hospitd beds was 3 per cent, for Indian and 5 per cent, for British 
troops. The medical commitments at the time included the hospi- 
talisation of casualties from the Middle East, Persia and Iraq. The 
provision of beds for this purpose was 1-5 per cent for Indian and 
wnt. for British troops. The beds in garrison hospitals were 

^ 1? normal wastage figure for medical 

icers a owed in these calculations was 2 per cent. The actual 
situation was as follows : — ^ 


3* A/3/i4(HrM), P/i/39/H(M) 
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Assets Liabilities 


IMS 2*336 

RAMC ^071 

CMPs 298 

Registrars to replace medical officers at 50 per cent 
of demand 

Anticipated recruitment in India at 50 per month — 

September to December 200 

Anticipated arrivals from the United Kingdom at 50 

per month — October to December 150 

Wastage at 2 per cent per month from September to 
December including 1,000 IMS overseas 


3,iC8 

1.356 


362 


Total 

Gross deficit 


4,093 4.666 

793 


The AG suggested tint immediate conscription could alone prevent 
the breakdown of the medical servaccs He also urged that regular 
despatches of 50 doctors per month should be made from the United 
Kingdom 39 

In October 1942, the Provincial Governments were also requested 
to review the requirements of the Provincial Medical and Public Health 
Services and to determine the maximum number of medical graduates 
and licentiates who could be released for military service They 
were also requested to consider the feasibility of releasing older men 
who might be suitable for employment as specialists in the Army 
Some adjustments were also suggested to them by which government 
servants could be released for military employment These adjust- 
ments were to involve combination of posts, employment of retired 
officers^and private medical practitioners on a whole or part-time 
basis, or temporary reduction of posts It was further proposed that 
men under forty years of age, who were fit for military service, should 
not be recruited from the open market to fill the vacancies ansing from 
the appointments vacated by those who reported for military duty 4 ° 

THE MEDICAL PERSONNEL (aRMY IN INDIA) MISSION 

On 3 October 1942, the Secretary of State for India informed 
the Government of India that the Medical Personnel (Pnonty) 
Committee in the United Kingdom, which controlled the release of 
doctors for the services, was finding it more and more difficult to 
provide medical men In order to satisfy the committee fully con- 
cerning the imperative character of India’s needs, he suggested that 
an eminent member of the committee should be invited to India to 
examine the situation and that he should be accompanied by colleagues 
familiar with the orgamsation and needs of army medical services 
and with the general medical situation in India, both civil and 


39 A/2/58/H(M) 
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military. The suggested terms of reference for the committee were 
as follows • — 

“To discuss with the Indian authorities the situation with legard 
to the supply of medical and nuising personnel for the forces and, to make 
lecommcndations as to the numbers required from the United Kingdom 
and the best use of such resources as weie and could be made available 

The composition of the Medical Personnel (Army in India) 
Mission was finally settled by the end of October 1942. The 
mission consisted of : — 

Di H S Souttar, GIE, MD, FRGS, Ghairman, Gentral Medical 

War Gommittee, representing the Medical Personnel 


(Piiority) Gommittee in the United Kingdom Chairman 

Lieut.-General A Hood, GBE, MD, KHP, DGAMS . Member. 

Major-General Sir Eainest Bradfield, KGIE, OBE, MB, FRGS, 

IMS (Retd ) Membet 

Lieut -Colonel J. T Robinson, RAMC Secretary. 


The Secretary of State further suggested that an officer of the 
IMS having knowledge of the personnel side in India should be 
attached to the mission. Colonel B. Basu, IMS was selected for 
the purpose. In order to ensure the support of the medical profession 
as a whole for the recommendations of this mission, it was further 
suggested that meetings at which they were represented should be 
arranged. 

The mission left the United Kingdom on 13 November 1942, 
and after visiting the Middle East, and Persia and Iraq Force, where 
they saw the medical arrangements in the Indian divisions, arrived 
in Delhi on 13 December 1942. The members of the mission, after 
touring India for nearly three months to investigate medical problems 
in the country, recommended that fuller use should be made of the 
medical licentiates and that a homogenous Indian Army Medical 
Corps should be formed.^' 

The proposals made by the mission were considered by a com- 
mittee of the War Department under the chairmanship of the AG 
and consisting of the DGIMS, the DMS, Additional Secretary War 
Department, Additional Financial Adviser and two representatives 
from the Medical Directorate. 

The^ committee discussed the recommendations and advised 
that provided selection in the first instance was carefully made, both 
from the professional and physical points of view, and that all entrants 
were required to undergo a preliminary course at an army medical 
training centre, the use of licentiates as medical officers could and 
should be accepted. By this change, some risk of deterioration in 
the standards of treatment was recognised, but the risk was considered 
to be one which could be legitimately taken. At the same time, the 
committee recognised the necessity of improving the conditions of 
service of this category of personnel, both as an incentive to 
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recruitment and as 1 preventive of future agitation These improve- 
ments were divided under two mam heads, mz the type of commission 
which the licentiates should receive and rank and pay 

The only form of commission then offered to the medical 
officers was an emergency commission m the IMS , but it vvas res- 
tncted to those in possession of medical qualifications which were 
recognised by the General Medical Council The grant of such 
commissions to the licentiates was, therefore, open to obvious objec- 
tions On the other hand, a departmental commission m the IMD 
was inadequate to achieve the desired object, on account of the lower 
status of that commission It was, therefore, proposed that the 
medical licentiates should receive a commission equivalent in all 
respects to that of the other officers in the Indian Land Forces It 
was further proposed that with regard to pay, a medical licentiate 
should be placed in a position at least analogous to the ordinary non- 
medical emergency commissioned officer 

It was, however, realised that these terms were such as might 
affect the whole structure of the medical profession in India and were 
open to the cnticism m that they accorded to the licentiate, m time 
of war, a position which it may not be possible to maintain in times 
of peace 

The committee of the War Department also reviewed the anti- 
cipated recruitment of medical officers up to the end of June 1943, 
under three separate headings — 

(1) Conscription, but retaining the then existing medical organisa- 
Uon, 1 1 UcctvwaVcs vised only to a Umited degree as at that 
time 

(a) Conscription combined with the use of licentiates as medical 
officers 

(ill) The continuance of voluntary recruitment together with the 
use of the licentiates as medical officers 

Their conclusion was that the second course alone would prove 
satisfactory in terms of numbers However, there were uncertain 
factors requiring serious consideration, namely the possible resistance 
of the medical profession to conscription, the proportion of licentiates 
who would have to be rejected as unsuitable for duty as medical 
officers, and the voluntary response which might be expected from 
licentiates under the improved terms of service It was considered 
by the committee that the third course would very nearly satisfy 
the mihtary requirements The committee, therefore, recommended 
the continuation of voluntary recruitment together with the use of the 
licentiates as medical officers 

These findings were approved by the Executive Council of 
the Governor General on 27 January 1943 

Tin FORBES COMMITTEE 

In the meantime, the AG had issued a directive on 25 January 
*943> for the formation of a committee under the chairmanship of 
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MONT HLY STRENGTH OF I. A M C. (LICENTIATES) 


Sf. 


FROM 1 MAY 1943 TO 1 FEBRUARY 1945 


NO IE RECRUITMENT TO IMD WAS STOPPED FROM 1 APRIL 1943 



OFFICERS COMMISSIONED FROM EX IMD OFFICERS 
OFFICERS COMMISSIONED FROM NEW \rPLICAN'lS 
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Bngadier AT G Forbes and composed of two representatives from the 
Medical Directorate, one from the DGIMS and one from the Military 
Finance Department The terms of reference of the committee were 
to draw up t comprehensive scheme m full detail for the formation 
of an Indian Army Medical Corps The following mam polic> 
directions were given to this committee — 

(i) Officers of the regular IMS cadre were to be seconded to the 
new corps 

(ii) All emergency commissioned officers of the IMS and IMD 
were to be transferred to the new corps, and all future entrants 
were to be recruited m that corps 

(ill) In no wise were the existing incumbents to suffer in pay, allow- 
ances or other privileges 

{y.) Graduates should continue to receive mmunum terms as at that 
time 

The Forbes Committee deliberated for nearly two months 
and Its final report was completed on 23 March 1943 According 
to the committee it was strange that the large number of different 
elements which formed the medical services for the Army in India 
had not been amalgamated earlier , it was even more anomalous to 
find, in one case, only an officer cadre, and in another, a corps with 
no officer cadre of its own at all In the opinion of the committee 
there was no insurmountable objection to the formation of the 
lAMG 


FORMATION OF THE lAMG 

Government orders regarding the formation of the lAMG, 
with effect from 3 Apnl 1943, were prepared, and these received the 
approval of the Secretary of State on 14 March 1943, and were issued 
in a Special Army Instruction (India) dated 29 March 1943'^^ 

The amalgamation or embodiment of vanous elements of the 
medical service into one homogeneous corps altered the respective 
responsibihties of the two directors, DGIMS and DMS Permanent 
records and matters connected with the terms of service and promotion 
of all regular and emergency IMS officers remained with DGIMS, 
who was tho statutory head of the IMS The records of all personnel 
transferred to the new corps became the responsibility of the DMS 
in India The latter also became the administrative head of the 
military medical organisation of the Army in India He was not, 
however, concerned with the medical personnel in civil government 
employ, save only for their recall to military service 

The formation of the lAMC did not affect the IMS officers 
who were merely seconded to the corps and retained their own terms 
and conditions of service With regard to the IMD and the licentiates, 
the formation of the corps revolutionised the whole aspect of their 
terms of service and prospects They were given a status for which 
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all licentiates, both in the military service and in civil employ, had 
been clamouring for a long time. 

Officers of the IMS and personnel of the IMD still in civil 
employ remained unaffected by the formation of the lAMC. It 
had not been realised that these terms, hastily drawn up, though 
lesulting m great improvements m the case of licentiates m military 
employ, would have repercussions on a certain section of the IMD. 
There were certain anomalies m the new terms which gave rise to a 
genuine sense of dissatisfaction. While there was a provision con- 
cerning preservation of existing service rights, all departmental promo- 
tions were stopped. The civil section, which was denied the new 
status of commissioned officers coupled as it was with enhanced rates 
of pay, was greatly agitated. There were about 30 IMD officers 
in civil employ. Most of them applied for reversion to military duty, 
but as they were all holding residuary posts directly connected with 
the war effort, they could not be allowed to do so. This was a diffi- 
cult situation. The C-m-G did not consider these officers for com- 
missions in the lAMC as long as they did not revert to military duty. 
The other alternative, that was still under consideration when the 
war ended, was the grant of pay and allowances to these officers at 
the same rates as they would normally expect to receive if they had 
reverted to military duty. This proposal, while giving the financial 
benefit, did not meet the objection of an inferior status. 

To safeguard the interests of the IMD in military employ it 
was decided to compile a shadow register of promotions in which 
no IMD assistant surgeon would be denied the rank or position he 
would have attained at the time of retirement had he continued in 
the IMD and not been transferred to the IAMG.44 
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CHAPTER 111 


The Medical Sei vices of the Royal 
Indian Navy 


The history of the medical scmccs of the nviV) goes back to the 
days of the East India Company Erom the beginning the Company 
provided some sort of manne medical service to meet the requirements 
of their ships’ cresvs In 1863, the Indian Navy of the East India 
Company ceased to exist and nas reformed under the Crown as the 
Bombay Manne Dunng the nc\t fourteen years the Bombay Manne 
earned out v arious non combatant duties such as trooping and the 
laying of sub-manne telegraph cables from Bombay to Suez In 
1877, the service was reorganised and became His Majesty’s Indian 
Manne Its duties remained unchanged, however, till 1920 As a 
recognition of its meritonous services the name of the Indian Marine 
was changed to the Royal Indian Manne (RIM) in 1892 

Every ship of the Marine earned an assistant surgeon I VO 
of the IMD(BG), who was m medical charge of the ship These 
assistant surgeons wore Army uniforms, received Army rates of pav 
and allowances and drew their stores from Army sources They were 
seconded to the RIM for about two to three years, which period 
could be extended, if necessary One of the ships Iniestigalor in 
addition earned an officer of the IMS as surgeon naturalist 

1914-1918 

At the outbreak of World IVar I the RIM was taken over by 
the Royal Navy (RN) and worked in conjunction with it The 
RIM expanded considerably as the war progressed Several 
ships and small craft were built or requisitioned During this penod 
each of the large ships carried one assistant surgeon IMD(BC) to look 
after and treat the ship’s company The Dufferin, the J\'’orthbrook 
and the Hardmge m addition, had a medical officer of the IMS or the 
Royal Navy Volunteer Reserve (RNVR) The duties of the medical 
officers and assistant surgeons were not clearly defined The IMS 
and RNVR officers felt that they were there to look after the 
naval officers only and relegated the medical care of others to the 
assistant surgeon This led to frequent dissatisfaction amongst the 
latter 


Bombay was the main, base of the navy The dockyard, the 
Admiral’s headquarters and administrative offices were located there 
A medical inspection room was, therefore, opened there, which was 
staffed by a commissioned officer of the IMD(BC) assisted by two 
assistant surgeons All the naval personnel and civilian naval em- 
plovees m the port and dockyard were treated in this medical inspec- 
tion room Serious cases requmng hospitalisation were transferred 
to the local military hospital 
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unsuitable for any other job on the ship In the absence of a trained 
sick bcith attendent (SBA) all the work of maintaining registers, 
documents and other clerical woik and ordinary dispensing of 
medicines and minor first aid had all to be done by the medical officer 
himself. At least he had the satisfaction of knowing that these things 
w ere done pi operly. If the surgeon’s mate remained long enough with 
a medical officer he came to learn to be generally useful and could 
even take over certain of the minor duties of the SBA. 

To standardise and establish a sickberth branch, volunteers 
were called for from the seaman and stoker branches and a batch 
of ten ratings was selected. They were sent to Military Hospital, 
Poona, for training and attended a twelve-months course in theoretical 
and practical nursing and first aid. After this training they were posted 
to the ships and establishments for further training by the medical 
officers nndei whom they worked This original batch formed the 
nucleus of the SBAs branch. 

In 1914 batches were selected from new entrants in the seaman 
and stoker branches for training as SBAs. They received instruction 
in a military hospital when this facility was available. The military 
hospital, in Colaba was then the mam hospital to which these batches 
wcic sent for training. At other times they were given instruction 
by the medical officer of the establishment to which they were attached. 
A start was also made ashore to provide regular classes and to secure 
uniformity of nursing and first aid instruction to all SBAs. An out- 
line plan was provided to medical officers on which to base their 
syllabus 

A great step in the foimation of the SBAs Branch was taken 
1937 when ratings were enrolled for the branch by direct recruit- 
ment. It was essential to get the right type of men, with some 
basic education and with a keenness for this type of work. However, 
due to the low pay of Rs. 25 per month, men with the requisite 
qualifications were not forthcoming. With the best that were available 
the SBAs branch was expanded and kept up to the strength by periodic 
recruitment. Their training continued to be as before, first in the 
various military hospitals, and later by posting them to various ships 
and establishments 


MEDICAL ARRANGEMENTS 


5 /uj&s 'Each of the six sloops of the RIN carried one medical 
oiimcr yho was in medical charge of the ship. Each of these ships 
nad a sick bay fitted with two beds and capable of taking an additional 
two beds or stretchers. The supply of medical stores and equipment 
was ased on the scale laid down for an Army medical inspection 
room oi a unit of 150 men. Patients who required specialist advice 
01 lospi a isation were sent ashore to a military or civil hospital, 
when the ship put into a port. 


Dursing staff in the two naval establishments 
consisted of SBAs of varying seniority. They carried out simple 
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dispcnsiDgi guve treatment s-s instructed by the medical officer and 
helped to keep the sick bays clean and tidy 

As there were no facilities for in-patient treatment, officers 
and their families were sent to St George’s Hospital, Bombay, for 
further treatment, while ratings were transferred to Military Hospital, 
Colaba, and civilians of the Dockyard to civil hospitals 


medical organisation during world war II 

On 7 February 1941, the appointment of the PMO, RIN m 
the rank of surgeon commander was sanctioned A deputy PMO 
(DPMO), an assistant PMO (APMO) and a naval staff surgeon were 
also subsequently appointed In July 1943, the rank of the PMO 
was upgraded to that of surgeon captain On the reorganisation of 
the RIN Medical Branch in 1945, the post of the APMO was abolished 
and two staff medical officers (West and East) ivere created This 
facilitated the administration of the establishments on the west and 
east coasts of India Ihe staff medical officers were also the medical 
advisers to the respective Flag Officers In all matters pertaining to 
their duties they were directly responsible to the PMO The post 
of staff medical officer (East) was abolished on the cessation of hostili- 
ties The appointment of staff medical officer (West), however, 
continued 

The appointment of a naval health officer was sanctioned in 
September 1944 He was the adviser to the DPMO and later to the 
staff medical officer (tVest) m all matters relating to hygiene and 
sanitation in the Navy The post was abolished in 1945 and an 
appointment of staff officer hygiene at the Naval Headquarters was 
created m its place 

In December 1945, the number of beds m ‘ Depot Sick Quarters ’ 
was increased from four to fifty This enabled patients from the 
Depot and ships m the harbour to be treated in their own sick quarters 
The senior medical officer, ‘ Depot Sick Quarters was assisted by 
two or three medical officers 

MEDIGAI PERSONNEL AND EQUIPMENT OF SHIPS 

Each unit of the RIN ashore or afloat, had a sick bay which 
was usually under the charge of a medical officer Larger units 
had more than one medical officer attached to them The medical 
officers, in addition to giving medical aid, looked after the sanitation 
and hygiene of the units in their charge 

Each sloop and frigate of the RIN earned one medical officer 
The ships usually had a complement of ‘jio to 250 officers and men 
and their duties at sea extended for a period of about three weeks 
The medical stores and equipment earned on board included a large 
range of instruments and medicines to deal with most illnesses and 
emergencies on board 
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The medical officer on board was assisted by two SBAs. The 
SBA had considerable influence over the rest of the ship’s company, 
who looked upon him with a certain friendly respect. He was, 
therefore, a great help in organising and helping in conducting lectures 
and demonstrations and was usually given a chance to take an active 
part in them. During action, SBAs were in charge of each of the 
forward, first aid and stretcher parties. 

Small ships did not carry any medical officers but each ship 
had a SBA He was usually a leading rating and fairly experienced. 
These ships had varying complements of ratings from 20 for trawlers 
and motor launches to 50-60 for the Bathurst and Bangor class of ships 
They rarely worked as independent units or for any long periods at a 
time. Usually they worked in the company of large ships or in groups 
or flotillas of their own class of ships. When operating in flotillas, the 
flotilla medical officer looked after the health of the ship’s company. 
He usually had his headquarters and sick bay on board the leader, 
when out on duty or ashore in the base The equipment in each of 
the small ships was sufficient to treat common complaints and minor 
injuries The medical officer of the flotilla had enough equipment on 
board to deal with serious injuries. The senously sick were transferred 
to a base hospital at the first opportunity As these small ships 
were at sea only for short periods the interval between the onset of 
sickness or the receipt of injury and transfer to a hospital was usually 
not great. 


TREATMENT OF SICK ASHORE 

As stated above, till the outbreak of war, the available facilities 
for the treatment of naval personnel ashore in Bombay, consisted of 
the ‘Dockyard Dispensary ’ and the ‘ Depot Sick Quarters Later 
sick bays were opened in various ports. The seriously ill or those 
requiring specialist opinion and treatment were sent to the mihtaiy' 
or civil hospitals ashore. St. George’s Hospital, Bombay, which 
a mitted naval officers during peace time, placed one ward, designated 
as the Naval Ward on i July 1940, at the disposal of the Navy. 
Usually medical officers of the Navy, including those of the Royal 
Navy, helped in running the ward. 


THE ROYAL INDIAN NAVAL HOSPITAL 

naval 'l^S'^ments resulted in a wide dispersal of sick 
of St CpnrCTfv’^ u was originally proposed to take over the whole 
denmunr tf ' and the RN but that implied 

of ffie Ramesb population of their hospital. The building 

in iQAo but u Sanatorium, Sewn, had been completed 

cquXd dunn. tf been equipped nor was it likely to be^fully 
S tSfe over tffi? b Government of India 

it into a RIN hosnital surrounding land and converting 

into a RIN hospital with 250 beds was obtained. Fifty beds were 
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initially opened and the first patient ^\as admitted m April 1943 
By 1944, it had expanded to 250 beds The hospital was self- 
contained and had its own radiology and clinical pathology sections 
Naval civilian employees svere also admitted in an emergency if 
accommodation was available The hospital had the following 
staff — 


Medical officer m charge 

surgeon commander 

1 

Honorary specialists 

surgeon commander or 

9 

surgeon heut commander 

(attended the 
hospital on three 
mornings a week) 

Medical officers 

surgeon heut commander 

I 


surgeon lieutenants 

II 

Senior pharmacist 

lieutenant 

I 

Matron 


I 

Assistant matron 


1 

Sisters 


15 

Warrant w ard masters 


2 

SB\s 


92 


In addition to the above there was also an executive officer responsible 
for maintaining discipline, guarding hospital property and looking 
after hospital transport In 1946, the RIN Hospital m Sewn was 
closed and a RIN Wing of 120 beds was opened in the Combined 
Military Hospital (GMH), Colaba 

ARRANCEMENTS IN NAVAL ESTABLISHMENTS 

Immediately pnor to the outbreak of war, each establishment 
had a sick bay with a few beds The total number of beds in 
Commission ashore was forty-eight 

During the war more than sixty shore establishments were 
opened, the majonty of them as training establishments and others as 
administrative depots These were self contained units situated far 
away from the towns on or near the coasts of India extending from 
Rarachi to Chittagong To provide adequate medical aid in these 
establishments sick bays were opened Their size depended on the 
number of the complement and the location of the establishments 
I he number of beds in the sick bays vaned from four to over a hundred, 
**^^dical officers from one to five and of SBAs from four to thirtv 
the large and well equipped sick bays were quite capable of carrying 
out almost anv kind of surgical and medical treatment Only such 
oases as required specialist opinion or treatment were referred to the 
hospital, usually a militarv hospital Patients from the 
. ^hshments based in and around Bombay area were transferred 
med ^ 1 Hospital The medical officer in charge or the senior 
can officer in the establishment was also responsible, m an advisory 
of L sanitation and hygiene and maintenance of health 

anr. ^ o^t^hshment Three whole- time dental officers were also 
ppointcd for the large independent naval establishments 
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The following table gives the overall strength of the RIN and 
of its medical branch from 1939 to 1946 * — 


Year 

Officers 

Ratings Medical Nursing 
officers sisters 

SBAs 

Ships 

Shore 

establish- 

ments 

1939 

198 

1 5475 

1 1 


19 

14 

10 

1940 

371 

2,849 

1 1 


21 

14 

15 

1941 

553 

3 716 

12 


26 

18 

31 

1942 

875 

6,452 

12 


73 

59 

31 

1943 

b5i4 

12,762 

24 

10 

151 

60 

40 

1944 

2,382 

21,528 

53 

20 

360 

117 

40 

1945 

2,900 

25,143 

71 

20 

513 

113 

61 

1946 

2,652 

23,338 

88 

17 

548 

125 

47 


RIEDIGAL ARRANGEMENTS FOR THE WOMEN’s ROYAL INDIAN NAVAL 

SERVICE 

A naval wing of the WAG(I) was formed on 12 February 1944, 
and from 2 March 19455 'was named the Women’s Royal Indian 
Naval Service (WRINS). The naval staff surgeon looked after the 
health of the personnel. They were referred to a woman doctor 
of the IMS or to a civilian woman practitioner if this was considered 
desirable. In 1944, a medically qualified woman was commissioned 
^ a medical officer (surgeon lieutenant) for service with the WRINS. 
Outside Bombay they were attended to by the medical officer of the 
establishment concerned. Special arrangements in sick bays were 
made for them 


DEMOBILISATION CENTRES 

(^945) and later (1946) on HMIS Cheetah 
° naedical officers and one dental officer carried out 
medical examination of ratings before release A similar organisa- 

demoSanon medical officers examined officers due for 


HYGIENE SERVICE 


shore training establishments of the RIN on 

with the sanfiar^ ^ m environs. In order to cope 

ments a senmr which arose m these shore-based establish- 

were aDDointeH injector and two to four sanitary inspectors 

the cornml of the r)PMCrRTN^’'^Vh'" 

was Durelv of these sanitary inspectors 

nor faTtL anv 2;. staff working under them 

however had a ^anv of fjtnction. The senior sanitary inspector, 

training’ eSbhsfmfn.s “ “'Acting refuse from the 

8 shments situated m Bombay. The RIN also 
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employed t fumigation st^ff Tt Bombay under a commissioned 
naval officer for fumigating ships whenever necessary This worked 
m close collaboration with the DPMO 

With the progressive expansion of the RIN m 1943, and 1944, 
and the consequent enlargement of the training establishments on 
shore, hygiene problems became more complex and the need for a 
specialist m hygiene who could advise on various health matters began 
to be felt Accordingly, m September 1944, the post of naval health 
officer was created and in view of the urgent health problems near 
Bombay he was attached to HMIS Dalhotisie to advise the DPMO 
At the same time sanitary inspectors and labourers were recruited 
at some of the establishments outside Bombay for carrying out the 
anti malana work, confined mainly to DDT spraying of living quarters 
m the establishment and in collections of water 

The duties of a naval health officer were similar to those of the 
DADH in the Army He was the adviser to the RIN through the 
DPMO on all matters affecting the health of personnel He also 
advised the PMO at Delhi, whenever required, on any health 
matters affecting the RIN He conducted a course of training in 
hygiene for the commanding and executive officers of the RIN as 
It was felt that such instruction would be valuable to them in connec- 
tion with the combined operations in which naval units were to take 
part In the earlier months of 1945, it began to be felt that the naval 
health officer could function more usefully as a hygiene adviser if 
he was attached to the Naval Headquarters at New Delhi His 
designation was consequently changed to staff officer hygiene The 
post was abolished on i June 1947 

RIN MEDICAL STORF ORGANISATION 

The RIN depended on the Army for its medical supplies and 
equipment The supplies were mostly drawn from the Army Medical 
Stores Depot, Bombay to which quarterly indents were placed by the 
various naval units In case of emergency urgent stores could be 
drawn as and when required This arrangement continued up to 1943 
The new ships for the RIN built in the United Kingdom and 
Australia were stocked with medical supplies sufficient for about a 
year before despatch to India After the RIN Hospital was opened 
^943> ^ud a senior pharmacist was appointed, stores were drawn 
in bulk by the pharmacist and distributed to the ships and medical 
establishments In August 1943, the scale of medical equipment 
was revised The new equipment was based on the RN scales Such 
articles as were not available from Army sources were obtained by 
local purchase 

In June 1944, No 49 Indian Sub-Depot Medical Stores was 
loaned to the RIN This unit was located in the same compound 
as the RIN Hospital The senior pharmacist continued to place 
aemands on this sub depot for all medical units of the RIN The 
L.andmg Graft Wing necessitated the provision of special equipment 



40 


ADMINISTRATION OF MEDICAL SERVICES 


and packing. Sixty specially constructed and equipped boxes were 
made by the sub-depot for this purpose. 

In May 1945, the building and staff for the RIN medical store 
were sanctioned. The pharmacist (lieutenant) with his staff took 
over complete charge of the medical stores which were housed in a 
temporary bmlding and the construction of a permanent building was 
started. But this had not been completed when the war ended. 

DOCKYARD WORKERS’ FAMILIES WELFARE CLINIC 

A well-equipped clinic for the welfare of the families of dock- 
yard workers was opened in Bombay in June 1944. The clinic 
was' initially financed from the Dockyard welfare funds and later 
from the naval estimates. A whole-time qualified woman doctor 
was placed in charge. Cases requiring hospital treatment and mater- 
nity cases were admitted to this clinic. A small creche for babies was 
also available. The clinic provided other amenities in the form of 
classes in seiving and machine work. At first the attendance was 
meagre but soon grew appreciably. The maternity wards were in- 
variably full and the ante-natal and post-natal clinics constantly busy. 
All laboratory investigations and X-ray examinations were earned out 
at the RIN Hospital. Gases requiring surgical treatment were referred 
to the civil hospitals. The amount of work done at the clinic can 
be estimated from the following statement of the cases who attended 
the clinic during August 1944— January 1945.' 



August Septem- 
1944 ber 

Octo- 

ber 

Novem- 

ber 

Decem- 

ber 

January 

1945 

Infants 

Toddlers 

Adults 

Ante-natal 

Post-natal 

50 

97 

420 

50 

15 

178 

329 

721 

160 

17 

117 

282 

819 

178 

12 

180 

478 

1.053 

194 

23 

221 

424 

1,282 

132 

36 

235 

477 

1,107 

165 

log 

Total 

632 

1,405 

1,408 

1,928 

2,095 

2,093 




.. rapidly increasing number of recruits put a great strain 

on the limited staff of medical officers available. From i December 
or Civilian recruiting medical officers, working under 
of ^^^r^^ting Directorate, commenced the examination 

nresent rlnn' oyment in the Navy. Naval officers were usually 

filtration ’ T ^ selection of naval personnel. The ‘ medical 
officer tPiUoT earned out in three stages. The recruiting medical 
fficer (RMO) examined the candidates at the initial selection. The 


'H/ 5 / 33 /H(M) 
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selected recruits were then sent to the Recruits Reception Camps 
(RRCs) Here the commanding officer of the camp or an officer 
appointed by him {preferably a naval officer if available) inspected 
the recruits Any one obviously below the required physical standard 
was referred to the nearest RMO who sent his report to the 
Commanding Officer RIN Depot, Bombay All recruits on arrival 
at the depot were again given a thorough medical examination and 
those found unfit were recommended for rejection 

Recmitmeni of Medical Officers The Indian Army in the beginning 
agreed to supply the requisite number of assistant surgeons IMD(BG) 
for the RIN But this scheme was soon found to be unsatisfactory 
From the latter Half of 1942 emergency commissioned officers of the 
IMS were seconded to the Navy This arrangement also was dis- 
continued after a year In 1943, DGIMS approached the Govern- 
ment of India and obtained sanction for recruiting IMS officers for 
immediate secondment to the RIN In addition to direct recruitment 
suitable IMS and later lAMG officers continued to be selected for 
secondment to the RIN 

ROYAL INDIAN NAVY VOLUNTEER RESERVE 

In 1944, a medical branch of the Royal Indian Navy Volunteer 
Reserve (RINVR) was formed consisting of officers of the IMS (EG) 
and lAMG who had been seconded to the RIN Officers on second- 
ment were on probation for one year, and if found suitable were 
granted temporary commissions m the RINVR Regular IMS officers 
continued to be granted commissions in the RIN 

RANK, PAY, PROMOTION, UNIFORM, DISCIPLINE 

Naval medical officers were given the ranks equivalent to 
which they were entitled m the IMS/IAMG Their rates of pay 
and their promotion were also similar to the IMS/IAMG 
except that the naval medical officers received an additional allowance 
ofRs 50 per month when in medical charge of a ship They also 
received ^ 2 per day as messing allowance and paid 5 per cent 
of their pay for rent, as did all other officers in the Navy They 
were required to ivear the uniform of the RIN or RINVR with a 
distinctive scarlet band in their badges of rank and were subiect to 
the RIN Discipline Act 


SPECIALISTS 

The system of appointing specialists or graded specialists m 
the vanous branches of medicine did not exist in the RIN To 
provide expert opinion and treatment the RIN appointed nine 
specialists from amongst the leading specialists in Bombay They 
were given honorary naval ranks and were attached to the RIN 
Hospital 
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THE TRAINING MEDICAL OFFICERS 

Medical officers before secondment to the Navy had generally 
completed three months training at the Army Medical Training 
Centre (AMTG), Poona. Medical officers recruited directly were 
given a divisional course of four weeks at HMIS Feroze. This 
course was intended for officers of all branches of the RIN and 
consisted of lectures in naval rules, regulations, law and discipline. 
There were no other courses for medical officers in the Navy. To 
begin with, the Army specialist courses were not open to RIN 
medical officers. In November 1943, however, one medical officer 
at a time was allowed to attend the Army courses^ of instruction in 
malaria at the Malaria Institute of India and the courses in venereal 
diseases at the Bntish Mihtary Hospital (BMH), Bangalore. Five 
naval medical officers attended these courses. 

NURSING SISTERS 

There were no nursing sisters in the RIN until a naval hospital 
was opened in Bombay in 1943. Seven nursing officers were then 
enlisted. Two years later their number had risen to seventeen. 
They were recruited directly by the medical officer-in-charge, RIN 
Hospital from civilian qualified nurses. Their pay and terms of 
service were similar to those of the Indian Military Nursing Service 
(IMNS(T)), but differed from the latter in that they were not 
commissioned nursing officers 


SBAS 


SB As were recruited directly for this branch. The minimum 
qualifying standards for enlistment in the beginning were as follows — 


Education 

Height 

Weight 

Chest 

Vision 


Matriculation 

5 

105 lbs. 

31" 

6/6 both eyes 


The pay fixed for the SBA was low^ viz>i Rs. 25-1-30 per month.^ 
Consequently the response of volunteers for this branch was poor. 
^ ^9435 tjie educational qualification was reduced to 8th class or 6th 
standard m English and the physical standards were also modified 
as under . — 


Age 

Height 

Weight 

Chest 

Vision 


17-22 years 
5 feet 
94 lbs 

29' 

Corrected with 
glass 6/12 both 
eyes 


A Regs for the RIN. 
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The pay was hter increased to Rs 50-55-57 per montli 3 and this 
produced the desired results 

THE training of SBAS 

At the beginning of the war SBAs were trained at the depot 
sick bay, where thc> learnt the rudiments of anatomy, physiology, 
first aid and nursing They were attached to the Military Hospital, 
Golaba for a penod of some si\ months to get practical training m 
ward work and general nursing Later in 1943, a SB A Training 
Establishment was opened in Bombay It Mas first housed m the 
gymnasium hall in Castle Barracks where instruction and demons- 
trations were given Later it was moved to the RIN Hospital It 
was under the supeiMsion of a surgeon lieutenant A programme of 
training was so arranged as to give a good grounding in elementary 
anatomy, physiology, first aid and general sick nursing A recruit for 
this branch on first entry did a course of training at HMIS Afbar m 
common with other new entrants to the Navy There he attended 
a course m sea rescue, boat work, general naval discipline, and naval 
customs He was then transferred to the SB A Training Establish- 
ment m the grade of SB A 11 After attending lectures and demonstra- 
tions for two months in the class rooms, he was sent to the wards for 
another month’s practical cxpcncnce m ward work and nursing 
After completing three months of training m the training establish- 
ment and on passing the examination, he was promoted to SB A 1 
and was drafted to a shore establishment As a general rule, he was 
employed for six months on shore, before being appointed to a ship 
afloat The number of the new entrants each quarter was about 
sixty ratings Apart from the initial training, practical training and 
courses for the higher ‘ rates ’ were also instituted On completing 
the required minimum of time m one * rate ’ the SBAs could sit for 
their qualifying examination for the next higher ‘ rate * They were 
also attached to the training establishment to attend refresher courses 
to prepare them for their examinations especially m the case of those 
sitting for the SBA petty officer and chief petty officer ‘ rates’ These 
classes proved popular as they were useful and helped both the candi- 
dates and the service by maintaining a uniform and high standard of 
efficiency 

Training, both theoretical and practical, was also given in special 
subjects These were for such appointments as clinical side room 
and operating room attendants, X-ray assistant and dispenser On 
successfully completing the courses m these special subjects they were 
eligible to draw a special allowance 

naval medical services during action 

RIN operated m almost all of the theatres of war extending 
from the Atlantic in the west to the Java Sea and the Pacific Ocean 


SRIN (I) 269/1944 
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in the east. During the first twelve months of the war three RIN 
sloops were attached to the RN and were^ engaged in convoy escort 
dunes and general anti-submarine patrols in the Persian Gulf, Aden, 
Red Sea area and across the Indian Ocean. In 1941 HMIS Sutlej 
and HMIS Jurnna, the two vessels which had earlier taken part 
in the convoy escort duties in the Atlantic and in the chase 
and sinking of the German battle ship Bismarck, were sent to the 
Red Sea. The Clive, the Hindustan, the Indus, the Netravati, the Parvati, 
and the Ratnagiri helped to expel the Italian forces from East Africa 
and to clear the minefields m the ports of Massawa, Berbera and Assab. 
The Investigator, the Lawrence and the Lilavati took part m seizing 
Axis merchant ships which had been immobilised in the Persian 
ports of Abadan, Bandar Abbas and Bandar Shahpur by the Allied 
blockade. During 1942, HMIS Jumna and HMIS Sutlej, while 
escorting convoys between Batavia and Singapore, helped to destroy 
a number of Japanese bombers. The two ships took part m the 
battle of tile Java Sea. The Sutlej picked up a large number 
of survivors. The Hindustan, the Haider, the Ratnagiri and the 
Sutlej operated on the Burma coast during the Japanese invasion. 
HMIS Bengal while on her maiden voyage from Austraha to India 
attacked and sank one heavily armed surface raider and damaged 
another. All the casualties from these ships were landed m 
Singapore. 


In March and April 1942, the RIN assisted in the evacuation of 
refugees from Burma. The fall of Singapore and later the occupation 
of Burma enabled the Japanese fleet to enter the Indian Ocean. 
On 6 April 1942, Vizagapatam and Goconadaon the east coast of India 
were bombed and a Japanese naval force destroyed twenty-five 
merchant ships (with a total tonnage of 121,460 tons) in the Bay of 
Bengal By 13 April 1942, three Japanese battle ships, five aircraft 
cairiers and a number of cruisers and destroyers were operating in 
the Bay of Bengal. The RIN was thus kept continuously busy 
guarding the coastal defences. In May 1942, the foundation of the 
RIN Coastal Force was laid. The RIN during 1943, continued to 
be engaged in ocean escort duties and local naval defence. Motor 
launches of the newly formed coastal force supported the Allied forces 
m Arakan by attacking Japanese coastal lines of communication. 
HMIS Konkan and HMIS Kathiawar while on their way to India from 
Britain escorted convoys to Tunisia. HMISs Jumna and Sutly 
operated wdth the hlediterranean Fleet. They escorted invasion 
and folloiv-up convoys to Sicily and carried out ‘ D ’ day anti- 
^bmanne patrols off the assault beaches and later helped to 
beat off a German night bomber attack on the Augustus. Through- 
out 1944 the RIN carried out escort duties for convoys to and from 
cn, the Persian Gulf and for Indian coastal convoys. Their units 
uerc aho attached to anti-submarine striking forces of the East 
^dies Fleet operating in the Indian Ocean and the Bay of Bengal, 
uring Aese operations HMIS Godavari and HMIS Findbon destroyed 

t Seychelles. HMIS Jumna took part 

in the destruction of another ‘ U ’ boat 
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Coastal Force motor launches resumed operations in October 
1944, on the Arakan coast in support of the Fourteenth Army Early 
in 1945, between January and April, RIN sloops, escort vessels, 
Fairmile motor launches, Harbour Defence motor launches, and 
landing craft operated on the Arakan coast and took part in the capture 
of Akyab, Kyaukpyu and Cheduba and were engaged in the assaults 
on Kangaw, Ru>^va and Latpan They were also engaged in Kaladan 
and Ramree blockade operations m support of the Army The 
MarbadUy the Jumna, the Cauvery and the Kistna supported the XV 
Indian Corps operations which cleared the Japanese from the Arakan 
Later the 37th RIN Mine Sweeping Flotilla swept the sea for 
the assault convoy into Rangoon Two sloops formed part of the 
escort of this convoy After the capture of Rangoon sloops and escort 
vessels maintained patrols in the Tenassenn and Tavoy areas The 
RIN also took part in the reoccupation of Malaya and the Dutch 
East Indies and in relief operations carrying medical parties, medical 
supphes and escorting ‘ Mercy ships* HMIS Lranstephan Castle 
earned the 3rd Commando Bngade to Hongkong and the Cauvery 
and the Godavary joined the Bntish Pacific Fleet for escort duties and 
anti^piracy patrols on the China coast and later for duties in Japan 

Thus in almost all parts of the world the RIN operated wth the 
RN and Allied fleets RIN ships earned medical officers and kept 
sick bays well stocked with drugs and equipment Medical 
equipment and stretchers were distnbuted among different compart* 
ments of the ship Sick bays and ratings mess decks were provided 
with extra hooks for accommodating additional hammocks The 
officers ward room lobby and flats were also available for the accom- 
modation of casualties in an emergency The medical officer on 
board ^vas also prepared to establish temporary bases ashore for 
landing parties He, therefore, kept a valise or packing case fitted 
with medical equipment and drugs required ashore to treat minor 
sick or injured 

Smaller, ships, not carrying a medical officer on board, had a 
leading SB A, who organised the dispersal and distribution of first 
aid kit The decision to detain a patient on board was not 
governed by the facilities available for treatment but by the 
patient’s ability to escape from the ship in case of its sinking or being 
abandoned Any one who might not be able to escape in case of an 
emergency had to be evacuated to the nearest port as soon as oppor- 
tunity for evacuation occurred This category, in practice, came to 
include almost all the sick and wounded In all ports the naval 
{authonties had appointed a base medical officer The ships were 
required to signal the details of patients due for transfer ashore to 
the base medical officer On receipt of this information, he arranged 
transport from ship to shore and from shore to a hospital 

LANDING CRAFT \\INO 

Each craft of the Landing Craft ^Vmg had medical stores 
consisting of first aid boxes containing first aid kit, mepaenne tablets, 



46 


AD^UN1STRATI0N OF MEDICAL SERVICES 


mosQuito repellents zmd multivite t&blets. Encli flotilla was rnade 
up of eight to ten craft and operated in a group of flotillas. Each 
hotilla had two SBAs attached to it. A medical officer with medical 
supplies for a sick bay accompamed each group. At the base, when 
the Landing Craft Force was concentrating, the base sick bay was open- 
ed jointly by the naval medical officers of the Landing Craft Groups. 
In the Chittagong area, which was a naval base, there was a large sick 
bay in Patunga to which all the cases from the Landing Craft Camp 
were sent. Patients requiring hospital treatment were transferred 
to the Army hospital No. 68 Indian General Hospital (Combined) 
IGH (C). All the forces including the advanced forces and the 
Landing Craft Wing were eventually congregated at Teknaf where a 
large combined RIN and RN base was established. A combined 
sick bay was opened under the RN and consisted of a RIN section. 

The RIN Landing Craft Force was later regrouped again into 
four squadrons each with a medical officer. One medical officer was 
attached to the headquarters to carry out duties at the base. The 
function of the squadron medical officer was to be with the squadron 
when it went out on operations. Usually the squadron moved to an 
advanced base and operated with Army umts. After the Japanese 
had been pushed back, the Landing Craft Force moved forward and 
established for itself another base. It was at these bases that the 
squadrons had a chance to rest and the medical officer usually 
set up a sick bay to tend the sick and the wounded. Serious sick 
and wounded in these forward areas, after being treated, were 
evacuated to a main base behind the forward lines. 

For the first major operation in Akyab the RIN medical 
party opened two Landing Craft Wings as casualty collecting 
bases. The casualties were brought back by returning landing 
craft which had taken assault parties ashore. The landing 
in Akyab was unopposed. An advanced landing craft base 
was set up north of the town of Akyab. Because Akyab was 
the base and the headquarters of the Landing Craft Wing, it 
was decided to open up a fifty-bedded sick bay there. Stores and 
equipment for a lOo-bedded hospital had arrived from Chittagong 
Arrangements had been made for these to be made available to the 
RIN on demand. This material was used to open the sick bay and 
also to furnish medical stores and equipment to the squadron medical 
officers for their sick bays in the forward areas. The base sick bay 
was under the control of the semor medical officer. The Landing 
Craft Force in Burma remained there till the end of the campaign. 
Ihe senior medical officer was assisted by such medical officers as 
happened to return to the base from operations. This sick bay 
ooked sffer all the RIN, RN and Royal Marine personnel forming the 
Landing Craft Wing. Casualties came from ships or landing craft 
A base and from those undergoing refit and rest. The 
sick bay in Akyab also functioned as an evacuation base and as a 
centre ivhere casualties were classified according to their medical 
nee s vacuation was either by road to Chittagong or by sea or 
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•„r to Cilcutn ond further btek fliosc who were not 
farther than Caleutta were despatched to their units through HMlh 
Hcoghh at Calcutta and HMIS Patunga it Chittagong If ctacuatcd 
beyond Ca\cutt'\, the naval patients were cvcntuallv discharged to 
the RIN Depot, Bombay or to HMIS Hamla at Mane 

The Japanese withdrew from Ak>ab without offering much 
opposition but reports received indicated tint they intended to remain 
m Arakan The> were concentrating further cast to protect their lines 
of communication which ran from Taungup in the south northward 
to Promc It was to disrupt this line and to seal up the Japanese 
m small ‘ boxes ’ that coastal operations were planned 


East of Akyab a very important Japanese base was the small 
locality of the Mvbon Peninsula Preparations were made for an 
assault on M>bon In the early hours of 12 January 1945, the com- 
bined naval, land and air forces launched an attack The naval 
medical arrangements were as follows The ‘ medical assault partv * 
had depots on landing craft infantry (LCIs) and arranged to taV^: 
casualties in their troop decks Ihc senous and surgical eases v\crc 
diverted to the J^'arbada where the principal mobile surgical team 
was established The minor landing crafts (LGMs) evacuated casual- 
ties from the shore and brought them to the LGl and to the Narbada 
Urgent cases were transfen ed direct to HMIS Narbada where resuscita- 
tion and immediate surgical attention was given Other eases were 
transferred to the LGIs and LGMs which transported them to the 
hospital ship lying in Hunter Bay The hospital ship functioned 
as a static hospital The Army had a mam dressing station (MDS), 
functioning ashore on 13 January The surgical team from the 
jV’oT6arfa vfCTit asbore on 15 January and functioned there Evacua- 
tion and further medical aid vvere through Army channels 

For landing m Kangaw the medical arrangements were more 
or less similar One naval medical officer went ashore with the brigade 
commander to establish a first aid post for the Army camp and to 
open a MDS there The sorting of casualties was difficult on the 
beach, hence all cases were sent to the Narbada where the medical 
officers classified them The very urgent cases w ere detained on board 
and others after first aid were sent on minesweepers to Mybon where 
they were transferred to the hospital ships or sent ashore in LGMs to 
the field ambulances functioning near the old assault beach at Mybon 
These medical arrangements were adopted m other operations 
and landings such as those at Ruywa, Kyaukpyu, Ramree, Gheduba 
and Letpan In actions of a comparatively minor nature there was 
usually a squadron medical officer with the operational flotillas of 
the squadron m one of the landing craft in which he opened a first 
medical officers went ashore at the earliest opportunity 
Medicm officers of the RIN worked in close collaboration with those 
of the RN and the Army and earned out their duties as members of 
an integrated team 4 


■* H/ 5 / 3 /H(M) See also Volume on Campaigns tn the EasUrn Theatre 



CHAPTER IV 


Tlie Medical Services of the Royal 
Indian Air Force 


Prior to the outbreak of World War II the air forces in India 
consisted of the Royal Air Force and the Indian Air Force 
(lAF). The lAF volunteer reserve, containing both regular and 
volunteer elements, had ako been formed to assist in the defence of 
major ports in India. From an air force of one incomplete squadron 
without any traimng estabhshments for its personnel in ipSQj 
lAF had expanded to a force of ten squadrons by December 1946. 
On 12 iviarch 1945, the lAF became the Royal Indian Air Force 
(RIAF). Of the ten squadrons in the Burma theatre of operations, 
as many as seven to nine squadrons operated at any one time. 

j In accordance with a contract entered into with the Air 
Ministry in London the air force in India depended on the Indian 
Army for the provision of all medical personnel other than the RAF 
medical officers and nursing orderlies, the Army medical officers being 
seconded to the lAF squadrons. Medical stores and equipment were 
also provided by the Army. The air force sick and wounded were 
treated in military hospitals. This was the most economical method 
of providing medical cover for the relatively small air force personnel. 
But later, owing to the rapid expansion of the lAF, the medical cover 
had to be increased and special training arrangements had to be made. 


ORGANISATION 

The medical services of the air force in India were administered 
by a PMO assisted by five officers. The PMO was directly responsible 
to the Air Officer in charge of administration. The organisation of 
the service was as shown in the opposite chart. 


THE EXPANSION OF THE MEDICAL SERVICES 


The nucleus of the lAF medical branch was formed early in 
1941 with 3 officers and 6 nursing orderlies (later called medical 
a^istants). Thereafter the medical branch increased slowly to 45 
officers and 200 medical assistants in 1945. 


Tear 

1939 

1940 

1941 

1942 

1943 

1944 

1945 


Medical Establishment of the lAF 


Medical officers 

Medical assistants 

6 

6 

19 

14 

45 

79 

46 

126 

45 

200 
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Organisation of Medical Services Royal Indian Air Force 
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After the completion of hospital training the candidates appeared 
before" the ‘ Trade Test Board ’ for final assessment of their suitability 
for the trade. Successful airmen obtaining 50 per cent, marks in 
each sutyect v.ere remustered to the trade as air craft men (A.C2} 
nursins: orderlies and posted to various stations for further prac- 
tical experience and training given by indiridual medical officers. 

Up to 1 9 pi, many difiSculties existed regarding trade testing, 
prom.otion and "standardisation of training of the Group ‘ M ’ 
personnel The need for a detailed trade testing policy was great. 
In 194.3, trade tests for mustering v, -ere being carried out by the Senior 
Medical Ofiicer, Xo. 4 Hill Depot, Chakrata, but were not entirely 
satisfactorv'. The reclassifications "were carried out by the trade 
lest boards arranged by the group senior medical officers and it 
v.as clear that the standards varied. Later in 1944, all trade tests 
for remustering were carried out under arrangements made by the 
PAIO directly ^rith the Aledical Training Centre. The trade test 
boards were invariably presided over by the DPMO, Base Air Forces, 
South East Asia. The question of standardising trade for reclassifica- 
tion pro^■ed more difficult oi\ing to frequent changes in the staff of 
the Group Headquarters. The distance involved further prevented 
the formation of a central trade testing board. Therefore to ensure 
unifornuty a detailed syllabus is'as issued to aU the medical officers 
in the form of a medical administrative instruction. 

The syllabus of training was elaborated for theoretical and 
practical training and a booklet "was issued under the title of J\''otes 
for the Gmdavce of Instnicfors — Medical Training Centre. Tutorial 
classes and special coaching for the backivard members of the class 
were also introduced. Examinations at the end of each week and 
at the end of each phase ^s■ere held regularly and proper records for 
indiridual trainees %vere maintained. 


MEDIUAX ARRAXGEIIEX-TS FOR THE 

It was considered necessaiy at the beginning of 1943, to establish 
Station sick quarters at those umts ivhich had a large number of lAF 
personnel. Beds v.'ere prorided on a 2 per cent, basis at ^Valton, 
Jalahali. Secunderabad and Andheri. At the RAF airfields and other 
mixed umts. the existing sick quarters ivere utilised for this purpose. 
It mus became possible for airmen to be treated by their oism unit 
medical organisation. The medical officer could "admit anv case 
y.hich he thought could be treated by him irith the facifities avkilable 
m the station sick quarters and for anv length of time. Equipment, 
hoivever, proved a limiting factor. 


MEniam arr.axgehexts for avnuAx persoxxel .axd their families 

^ ^93^5 Chilian personnel 
p ^ e in ^ anous RAF units and formations were entitled to free 

Fo- cetails cfh^jpital arraaronents for the LAF see page 323 
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medical attendance ordinarily at their quarters, and in cases of serious 
illness or injury admission to a military hospital uas permitted, if 
accommodation uas available and the medical attendant recom- 
mended it 

As the pre-war RAF strength vv as small this procedure did not 
involve much difficulty, but with the increase in the strength of the 
air force in India during the war, large numbers of civilian personnel 
were of necessity, employed m the air force stations and units 
Medical aid for them, under the exisUng rules became almost im- 
possible Hence the question of medical attendance for these per- 
sonnel was taken up m Apnl 1944 Medical attendance and 
treatment were then authorised for the following categones of civilian 
personnel — • 

(i) CGOs 

(u) Non gazetted civilians 

(in) Civilian mechanical transport (MT) dri\cn 
(iv) Pnv ate serv ants 

A large number of cmhans, hov\cver, who were employed at 
maintenance units did not fall into any one of these categories and 
were classed as ‘ casual * personnel (those not employed against 
establishment) For instance, 720 such personnel were employed 
at No 302 Maintenance Unit in 1944 

It was decided in November 1944, that when a substantial 
number of temporary and casual civilian personnel, other than those 
employed by the Military Enginecnng Service and Public Works 
Department and contractor’s labourers, were employed at air force 
stations, the following procedure was to be adopted When the air 
force medical staff was insufficient to cater for the needs of civilians 
entitled to treatment at the air force medical inspection rooms or 
at their quarters, as applicable, the senior medical officers of the 
groups were to put up proposals to the PMO Base Air 
Forces, South East Asia, for the local employment of a cmlian regis- 
tered practitioner and a qualified compounder, salanes being arranged 
according to local conditions The pnor sanction of Headquarters 
RAF, South East Asia, was necessary m each case The civilian 
medical practitioner and the compounder were placed under the 
control of the senior medical officer of the station 

dental treatment^ 

Before the war Indian other ranks (lORs) of the lAF as well as of 
the Army had no dental organisation to cater pnmanly to their needs 
Routine dental treatment was given by the staff of the Indian military 
hospitals (IMHs) and only difficult or complicated cases were rrferred 
to the Army dental centres, which were primarily established for the 
dental care of British personnel serving in India Nor were they 
entitled to any specialised dental treatment such as provision of 


4 See page 58 
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dentures. Dunng World War II other ranks of the fighting services 
became entitled to dental treatment at the Indian dental centres. 

In May 1943, the inspecting dental officer of the RAF 
suggested the secondment of officers and men of the I ADC to 
the lAF on the same lines as for the medical branch of the 
lAF. lADG officers were available for secondment. There was, 
however, an acute shortage of dental clerk orderlies. The require- 
ments for Indian dental units were met, at the time, by employing 
clerks and nursing sepoys of the lAMG after they were trained in 
dental duties. It was, therefore, suggested that complete Indian 
dental units (Indian troops) for the lAF should be raised. Reinforce- 
ments or reliefs of personnel to these units could be provided by the 
Army whenever required. On 3 November 1944, orders were issued 
by GHQ^ for the raising of five dental units (Nos. 82, 83, 84, 85 and 
86 Indian Dental Units) m Poona. These started functioning in 
April 1945 and were distributed by Headquarters Air Gommand as 
follows : — 

No. 82 Indian Dental Unit to No 322 Maintenance Unit, 

Kanpur. 

No. 83 Indian Dental Unit to Non-Techmcal Training Cen- 

tre, RAF, Secunderabad. 

No. 84 Indian Dental Unit to No. i RTG, Lahore, and 

later to No. 10 School of 
Technical Training, Hakimpet. 

No. 85 Indian Dental Unit to RAF, Ambala. 

No. 86 Indian Dental Unit . to No. 2 RTG, Jalahah. 

MEDICAL BOARDS AND INVALIDMENT 

In 1941 arrangements for conducting medical boards were 
standardised. These boards were held at the Air Headquarters Air 
Landing School, New Delhi, and RAF Stations, Ambala, Galcutta, 
Karachi and Peshawar. All examinations for final assessment of 
fitness for flying were, however, held at the well-equipped Central 
Medical Board located at Lahore. In addition, towards the end of 

^ Travelling Medical Board was constituted consisting of 
the following personnel , — 

Squadion leader RAF . President 

Flight lieutenant lAF Ophthalmic specialist 

Gaptain, IMS • ENT specialist 

One corj^ral nursing orderly RAF accompanied the Travelling 
e ica oard. The board was formed at Lahore, its permanent 
^ ase, in December 1941, and commenced work in January I 94 ^f 
in conjunction with the Gentral Interview Board under the combined 
recruiting scheme for the three services. The Travelling Medical 
oar was ongmally formed to deal with candidates presenting them- 
commission in the lAF. The limited number of such candi" 
rendered the arrangements very uneconomical. During the 
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ten months, from the board’s inception in December 1941, to October 
1942, only 41 1 candidates were examined The Directorate of Re- 
cruiting, however, was anxious that the travelling board of examiners 
should not be disbanded, for recruitment was likely to suffer if candi- 
dates were required to travel long distances for their examination 
However, in view of the shortage of medical personnel in India it 
was later agreed to disband the Tra\elhng hledical Board 

With the increasing expansion of the air force, the number 
of medical boards steadily multiplied It was considered that No i 
Central Medical Board, Lahore, was not centrally situated In 
addition, the building occupied was not altogether satisfactory for the 
purpose A more suitable medical board building was built at Delhi 
under high pnonty The existing establishment of the board was 
also supplemented, and it opened at Delhi on 27 July 1942 

Military Hospitals at Poona and Deolali were specially selected 
to receive casualties evacuated to India from overseas Casualties 
arriving in Calcutta and Madras were transferred, when fit to travel, 
to these hospitals These developments necessitated the formation of 
No 2 Central Medical Board at Poona which opened on 2i September 
1942 It was later moved to Calcutta and was redesignated No 1 1 
Central Medical Board, while the one at Delhi became No 10 Central 
Medical Board Following the reorganisation of medical adminis- 
tration on group basis, in 1943, groups and wings, and sometimes 
stations, were authorised to conduct ordinary medical boards 

By 1944, medical boards were also convened at Headquarters 
No 222 Group in Ceylon (which was granted the status of a Central 
Medical Board), and headquarters of commands, groups and those 
wings at which medical officers of the rank of squadron leader or 
above were available to act as presidents The Army hospitals and 
RAF general and mobile field hospitals continued to conduct medical 
boards for air force patients whenever the necessity arose 5 


CHAPTER V 


The Indian Army Dental Corps 


Before and during the early years of World War II, the 
dental service in India catered for British troops only, and was 
manned by the officers of the ADC. Indian soldiers had _ to 
depend upon whatever assistance could be provided by medical 
officers in iMHs. 

The total strength of the ADC officers in India was twenty- 
eight.* One senior dental officer, as administrative head, was posted 
at the Medical Directorate. The remaining officers were in charge 
of military dental centres. 

Considerable manpower wastage due to dental ailments raised 
the question of providing legular dental service to the Indian troops. 
Engagement of dentists in a civilian capacity on special rates of pay 
or on contract was possible, but civilian dentists could not be sent 
oveiseas for duty in the field. The other alternatives were to create 
an Indian dental service, or to grant emergency commissions in the 
Indian Army to suitable civilian dentists, or to grant dentists emergency 
commissions in the IMS, The last proposal was ultimately adopted 
and a separate dental branch of the IMS (EC), the IMS Dental (D) 
was set up for this purpose. The terms and conditions of service for 
this branch were sanctioned by the Government of India in November 
1940 - 

In the first instance, the Government of India sanctioned the 
recruitment of twelve dentists. Their number was subsequently raised 
to 131. 

Recruitment m IMS(D) was confined only to those who possessed 
qualifications obtained from DeMontmorency College of Dentistry, 
Lahore, Dental College and Hospital, Calcutta, Nair Hospital and 
Dental College, Bombay, and institutions whose qualifications were 
registrable at the Dental Board in the United Kingdom. 

The lules and regulations for the IMS (EG) also applied to IMS 
(D). From its very inception the IMS(D) strove hard and succeeded 
in reducing considerably the manpower wastage both in peace stations 
and field areas. Army dental centres and mobile dental units, under 
the charge of fully qualified dental officers, were employed as far 
forward in the field as MDSs of field ambulances. It soon became 
necessary to form a separate corps of dental officers. In 1943, the 
Indian Army Dental Corps was formed,^ and all dental 
officers of the IMS(D) were either transferred or seconded to it. 
The other rank element of the lADC was found from the lAMC. 
This ivas not a wholly satisfactory arrangement. It was therefore 
proposed that the future set-up of the lADC should include other 


’ Strength return of the Indian Defence 
* See \I (I) 1 15/ tq as amended from 


Services i October 1939 
time to time. 
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ranks as well, and tKat records of these personnel should continue to 
be incorporated at the lAMC Records and Depot Centre But due to 
the unavoidable circumstances this arrangement could not matenalise 
until 1946 

It was originally suggested that the executive ceiling cover ot 
lADG officers tor Indian troops should be in the ratio of one to 

5.000 troops, with some additional provision for administration, leave 
and sict" reserve The higher ratio of r dental officer to 4,000 soldiers 
was, however, accepted and this included leave and sick reserves and 
personnel for administration It was further proposed, and since then 
it has been accepted, that the proportion of one dental officer to 

4.000 troops must be dependent on allotment, for employment with 
lADC officers, of other ranks specially trained m dental duties 

It was considered unlikely that a general demand to provide 
irtificial dentures for men could be made during their early years of 
service The necessity of preparing special dental appliances for the 
treatment of injuries and wounds of the face and jaw, and the preva- 
lence of pyorrhoea and consequent loss of teeth amongst men retained 
on Jong service engagements were also considered It was decided 
that the dental mechanic units and laboratories should be manned 
by ADC mechanics until lADC mechanics had been trained and made 
available for duty » 


DENTAL UNITS 

Before World War II, the authorised military dental umts and 
centres for British troops in the India Command numbered 2t 
These dental centres were required to provide free dental treatment 
to the British troops m the area Most of the time of the dentil 
officers was, therefore, spent in touring their respective areas In 
1940, subsequent to the development of the India Command a<; a 
training ground for troops a dental centre was located in each district 
These centres were established in stations with relatively large 
garrisons If necessary, the dental surgeon could visit the nearby 
units In addition to the already existing British military dental 
centres, eight centres for Indian troops were also opened one each in 
the IMHs at Razmafc, Rawalpindi, Lahore, Poona, Lucknow, * 
Secunderabad, Karachi and Quetta 

The establishment required for each of the above centres 
included one qualified Indian dental surgeon, one clerk IHC, one 
v\ard servant IHC and one sweeper IHC 

The British military'’ dental centres at Poona, Lucknow and 
Rawalpindi were designed and equipped for training purposes and 
were staffed by expcnenccd dental surgeons Difficult cases for 
pinion and for major operations were referred to these centres 
The Jack of dental specialists, however, prevented these centres from 
trcuing all advanced and complicated cases 

In order to avoid loss of manpower, due to the evacuation 
of cases suffenng from dental diseases from overseas, a similar provision 
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was necessary for the forces overseas. One Indian derital unit was, 
therefore, allotted to every group of two general hospitals. In the 
initial stages four such dental units were sent abroad. 

As the war piogressed, dental commitments kept on increasing, 
and a large number of dental units were established both for Indian 
and British troops. By August 1945, by which time the maximum 
number of units had been raised, there were eighty-four Indian 
dental units and twenty-nine Indian dental mechanic units. 

ADMINISTRATION 

During World War II, the administration of dental centres m 
the India Command was carried out by the senior officer of the ADC 
designated as DDDS. He was responsible to the Director Dental 
Service, War Office, for the dental service as a whole. For the 
purpose of local administration of the dental service in India he was 
diiectly responsible to the DMS in India. 

In view of the heavy commitments, it was not possible for the 
DDDS to supervise personally the work of all the dental officers. 
By the end of 1942, it was, therefore, decided to appoint an ADDS 
to each command. These ADsDS were responsible for the dental 
requirements of the stations in their respective commands. 

In addition to the provision of adequate dental cover for the 
Army, the lADG and the ADC looked after the naval and air forces. 
By May 1941, as the commitment for the ADC had considerably 
increased, the Air Ministry was requested to make arrangements for 
dental care of RAF personnel. This was agreed to and an original 
establishment authorised by the Government of India provided for 
one dental officer m the rank of wing commander for the RAF. It 
was impossible for one officer to look after all the units. In 1943, 
the post of a dental officer at Calcutta was, therefore, sanctioned 
and, later, five dental officers were appointed, one to each group. 
The RIAF personnel, however, remained the responsibility of the 
lADC and five Indian dental units were detailed exclusively for RIAF 
personnel. They were located at Kanpur, Secunderabad, Lahore, 
f Ambala and Jalahali. Similar arrangements were made for RIN 
personnel. Three dental officers, who were seconded to the RIN, 
were required to provide dental cover for this service 

TRAINING 

Officers • The training of ADC officers was carried out in 
the United Kingdom, and they were sent to the India Command 
for posting direct to the military dental centres for British troops. The 
lADC officers were posted to the medical training establishments for 
about four weeks’ preliminary course of instruction along with the 
ncwly-joincd IMS(EC) officers. Instruction on purely dental technical 
adrninistration was given at the dental centres m Rawalpindi, Poona, 
Lucknow and Ranchi. Each course was attended by about three to 
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SIX dental officers The intake had increased to eight dental officers 
per course h\ 1942 Invariably, after the completion of the course, 
officers were posted for duty to a ‘ double-chair dental centre for a 
period varying between three to six months They were then posted 
as officers in charge, military dental centres The posting of newly- 
joined officers to the centres selected for training increased the working 
capacity of the centres and provided time for extra instruction to be 
given by the senior dental officer and his staff 

Other Ranks Three categories of other ranks were required 
for the I ADC, viz clerks, nursing orderlies and non combatants (en- 
rolled) (NCs)(E) There was one nursing orderly per dental officer 
and one clerk and one sweeper per dental centre or unit They were 
found from the IHG/IAMC The first two categones of other ranks, 
after being trained at the IHC/IAMC training centres, were trans- 
ferred to the selected dental centres for training for a period of eight 
to twelve weeks After completion of the course they were trade- 
tested and if found suitable were posted to dental centres or units for 
duty 


DENTAL STORES 


Owing to the rapid expansion of the dental centres and units 
for British troops dunng 1939-41, there was a senous shortage of 
dental equipment Until sufficient equipment could be obtained, 
the complement of officers at certain dental centres and units had to 
be increased beyond the authonsed establishments The dental 
officers then worked in shifts This resulted in the extended use of 
each surgery, but no officer was able to work for the whole day 
With the formation of dental centres and units for Indian troops in 
India the situation became senous Almost all the dental equipment 
required m India was of foreign manufacture The equipping of 
dental units in India, therefore, was largely dependent upon the 
supply from the United Kingdom, but their resources were also 
limited 

% I943> a number of locally made dental instruments were 
obtained and supplied to the newly-formed centres and umts These 
were usually found to be of poor quality In 1945, the position steadily 
improved The short supply of countra angle hand pieces, however, 
remained a senous problem for the whole of the dental profession 
Manufacturers could not supply the article in large numbers or 
guarantee that those supplied would stand up to service use Repair 
to hand pieces, except of a minor nature, was not possible m India 

New dental equipment was added to the existing scales from 
time to time, such as an outfit for raaxiUo facial injuries The dental 
equipment included dental surgery, anaesthetic and laboratory equip- 
facial unit equipment, and field dental ^urgery and 
field mechanical outfits Dental bone operating instruments were also 
supplied to the dental centres and umts 
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The dental equipment for static dental centres in India was 
based on that of the dental centres in the United Kingdom and 
equipment for field dental units was based on the ADC field equipment 
scale. 

The field dental outfit consisted of a number of wicker and canvas 
panniers and wooden boxes. These were found unsuitable in a hot 
and humid climate with the result that a lot of equipment became 
unserviceable after some time.3 


3 H/6/3o/H(M). 



CHAPTER VI 


The Mililaiy Niusmg Services^ and WAC(I) 
in ihe Medical Sei vices 

The number of nurses at the disposal of the military authorities 
was totally insufficient to meet the large demands which a war of 
great magnitude naturally mvoUed The sanctioned strength of the 
nurang services for the Army in India in August 1939, was 313, 
including 55 sisters of the Indian Military Nursing Service (IMNS) 
(for 6,077 beds for Indian troops), 215 sisters of the QAIMNS (for 
5,044 beds for British troops) and 43 matrons (actually available 40) 
for families hospitals In addition there was proMsion for the employ- 
ment of 350 members of the Indian Voluntary Aid Service (IVAS) (250 
for Indian troops and 100 for British troops) ^ The scope for expansion 
was also limited While there were approximately 14,000 graduates 
and 27,000 licentiate doctors m India, fully trained nurses were esti- 
mated to be not more than 6,000 3 Of these at leist 1,500 had been 
trained in the regional languages only and were not suitable for re- 
cruitment to the IMNS, as all the work both clcncal and clinical 
m the military hospitals was carried on in English Another 1,000 
were likely to be excluded by reason of age and about 700 on account 
of registration in more than one province After making a further 
allowance of about 300 for those who had given up active practice 
after registration on account of domestic responsibilities, it was esti- 
mated that the field for recruitment was limited to a potential 
strength of not more than 2,500 nurses for the whole of India It 
may be added that there were more than 6,000 civil hospitals and 
dispensanes m India All of them had to draw upon this limited 
source for their requirements of nurses It was also estimated that 
there were about 3,000 probationers under training in the various 
civil institutions in India which should have normally yielded at 
least 750 fully trained nurses every year But it was usual for more 
than half this number to give up training before passing the final 
examination Allow incc had also to be made for other forms of 
wastage Thus the annual increment could rarely exceed 350, actually 
in 1940 it was only 177 Against this back-ground of appalling shor- 
tage of trained nurses in India, both in civil employment and m the 
Army, the first plans were made for improving the intake of trained 
nurses to meet military requirements 

INDIAN MILITARY NURSING SERVICE (TEMPORARY) 

The first step taken was to stop recruitment to the permanent 
cadre of the IMNS and to start a new service, IMNS (Temporary), 

• For early history see Appendix XW 

Return showing the actual strength of the Army and 
Air Forces in India i July 1939 

3 A/6/i8/H(M), H/6/4/H(M) 
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on almost the same terms and conditions of service as were applicable 
to the regular members 4 Initially recruitment to the temporary 
cadre was made by the DMS. In May 1941, the PSOs Committee 
realising the inherent defects in this mode of recruitment, felt that 
as the DGIMS was in closer touch with the provincial medical ad- 
ministrations and was already responsible for the recruitment of 
medical officers for the Army, he should also be authorised to recruit 
nuises. Consequently the DGIMS was made responsible for the 
recruitment, terms and conditions of service and records of all nurses 
for the Indian Army. Therefore, the provincial Administrative 
Medical Officers (AMOs) were instructed to recruit nurses for the 
Army. The Army authorities also continued to recruit them. The 
PMs at the headquarters of armies and commands interviewed them 
and medical examination of the candidates was held in the local 
military hospitals . 5 Instructions were also issued to the officers 
commanding military hospitals to assist the civil AMOs in their 
recruitment work. The office of the DGIMS finally issued the letters 
of appointment. The result of this recruitment, however, was not 
encouraging and out of about 6,000 registered nurses in India, very 
few actually joined the service. Apart from the shortage of trained 
nursing personnel, the terms and conditions of service also were not 
attractive and there was a natural reluctance on the part of individuals 
to leave their homes and go abroad. There seems to have been also 
a feeling of discrimination between the British nursing services and 
the IMNS in India 6 In order to increase the flow of recruits, 
therefore, the terms and conditions of service were revised from time 
to time and efforts were made to equate these terms with those of the 
British nursing services. The first revision of the terms and conditions 
of service was made on 6 August 1 940, and these were further revised 
on 9 December 1941.? More concessions were made as the war 
progressed. According to the new regulations a candidate had to 
be a fully trained state registered nurse in India, or the United 
Kingdom, the British Dominions or Colonies. 

Age limit . The age limit for admission to the regular cadre of 
the IMNS was twenty-five to forty years, but in the case of the tem- 
porary cadre, it was reduced to twenty- three, years in August 1940. 
A further reduction to twenty-one years was made on 31 January 
^942} so that the younger qualified nurses might be able to join 
the service as soon as they had completed three years’ general training, 
and become eligible for state registration ; so that their drift to other 
employments after qualification might be prevented. The upper 
age limit also had to be raised in order to widen the field for recruit- 
rncnt as well as to secure experienced nurses in the service. On 

A ^94^5 th^ upper age limit was increased to fifty years. On 
I I April 1942, the DGIMS was authorised at his discretion to waive 
t le upper age limit in case the applicant was physically fit and other- 
wise suitable for service. At the same time, it was decided on 1 1 June 

* H/5/i3/H(M) 6 H/6/4/H/(M) 

A/6/i2/H(M) 7 See AI (I) as amended from time to time 
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1042 to retain m service the nurses who had attained the age of 
superannuation vi-c fifty-five years if they were medically fit and suit- 
able for service 8 They were not eligible for further promotion, but 
service after that age was reckoned as qualifying for pension within 
the maximum limit laid down 

Marriage The peace time regulations stipulated that a member 
of the regular as well as temporary cadre must be unmarned, or a 
wdow or a married iroman legally separated from her husbaCnd 
Subsequent to June 1941, it was possible for married personnel to be 
recruited to the service This concession was also offered to the 
members of the regular IMNS who were permitted to continue in 
service even after marriage 

Duration of Appointment and Agreement Under the regulations 
issued for the temporary cadre m August 1940, recruitment was made 
for tht period of emergency with one month’s notice of discharge on 
either side and there was no formal agreement regarding the duration 
of appointment There was no restnction on resignations at any 
time In order to put an end to this practice, it was provided in 
June 1941, that an agreement be signed by the entrants to the service 
They were given the option ot serving either until three months after 
the end of the war or else for a penod of one year or two years The 
Government had, however, the right to terminate the service by one 
month’s notice or e\en without notice at any time if the nurse was 
found physically unfit for service, or was found guiUv of insubordina- 
tion, misconduct or any breach of faith In August 1943, after the 
expiry of the period of contract for one or two years, the members of 
the IMNS were asked to execute fresh agreements on a revised form 
to serve so long as their services were required With the exception 
of four all signed this agreement 

Administrative Appointments In June 1942, a step of far-reaching 
importance was taken to remove the existing bar against the members 
of the IMNS holding higher administrative appointments, e g pnncipal 
matron The Government of India recommended to the Secretary 
of State that members of the IMNS should also be eligible for 
appointment by selection to the higher administrative posts in the 
Military Nursing Services m India It was observed that as long as 
the matrons of the IMNS were debarred on principle from rising to 
the higher administrative posts, the service would be regarded as a 
subordinate one and would fail to attract the best available matenal 
It was also pointed out that the training of nurses in India had been 
considerably improved since the days of World War I In all the 
major provinces there were statutory registration councils which 
exercised close supervision over the training and registration of nurses 
It was further stated that iti the civil nursing profession there was no 
bar to their reaching the top of the profession On these grounds 
the Government of India believed that there should be no bar m the 
regulations to the promotion of the members of the IMNS to the 
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higher posts if they were considered suitable for such appointments 
by properly constituted selection boards. The Secretary of State 
suggested re-examination of the proposal on the ground that if such 
higher administrative posts were thrown open to the IMNS that 
would involve their exercising command over the nurses of the 
QAIMNS who were commissioned officers and who could not be 
placed under the nurses of the IMNS unless the latter were also 
commissioned. The Government of India had, however, by this 
time taken up the question of gi'anting emergency commissions to 
the IMNS nurses. The Secretary of State was informed of this and 
m 1942 the agreement of the War Office was obtained to the proposal 
to make the members of the IMNS eligible for higher administrative 
posts. 

Giant of Commissions and Badges of Ranh * Consequent upon the 
grant of commissions in the United Kingdom to all women enrolled 
in the QAIMNS and the Territorial Army Nursing Service (TANS) 
and then Reserves, it became essential to grant similar commissions 
to the members of the IMNS and the Army in India Nursing Service 
Reseive (AINSR) who worked alongside their counterparts of the 
British services. They were already subject to military law and had 
been permitted to wear badges of rank. By an Ordinance No. XXX 
issued on 15 September 1943, the IMNS became a part of the Indian 
armed forces. The members of this service became commissioned 
officers and were thenceforth referred to as nursing officers and not 
as nurses.*^ In September 1945, the relative ranks of the nursing 
officers vis-a-iis the officers of the Indian Army were regulated as 
follows : — 

’ . Lieut.-colonel 

Matron . Major 

Senior sistei, or sister with ten years’ service Captain 
^^®ter . . Lieutenant 

The badges of rank which the members were permitted to wear 
on their uniforms both indoor and outdoor were, however, smaller 
than those authorised for the officers of the equivalent rank in the 
Army It may be mentioned here that the members of the nursing 
scnaces had already been authorised as early as 24 April 1942, to 
wear badges of rank;” matrons on both indoor and outdoor uniforms, 
and sisters on indoor uniforms only. This restriction was later 
removed in April 1943 when sisters with ten years’ service or holding 
the post of sister-in-charge or assistant matron were also authorised 
to wear rank badges of captain. 

Salary and Inciemenis • Improvement in the conditions of service 
made by the issue of the revised terms on 9 December 1941- 
The scale of pay was feed at Rs. 200-10-250, — efficiency bar — 
Rs. 260-5-300, and the initial rank was that of sister. The rank of 
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stafl nurse uas abolished for all future entrants Promotion to the 
rank of matron to fill authorised vacancies b> selection uts also 
provided for The pay of a matron uas fixed at Rs 300-15-405 
In addition to the basic pay, charge pay and specialist pay were also 
authonsed A uniform allowance of Rs 260 for the first year, 
Rs 65 for the second year and Rs 130 for subsequent years was 
also given In addition expitnation allowance at the rate of Rs 50 
per month for matrons and Rs 40 per month for sisters was 
authonsed In order to attract personnel with professional evpcncncc 
It was decided on 12 September 1942, to award 'advance increments^ 
of Rs 10 for each completed year of service subject to a maximum 
of Rs 30 for such trained nurses as had reached the age of twenty- 
five years and had rendered approved whoIc-timc servacc for three 
\ears or more in a recognised hospital or pnvatc institution The 
mccement was granted with the approval of the DGIMS Later, the 
increment was raised from Rs 10 to Rs ii On 14 October i 944 > 
a new appointment of senior sister wa*) also introduced for nursing 
officers of the IMNS who had held luthonscd appointments of 
assistant matron or of sistcr-in-chargc ‘3 

Unemployed List Subsequent to July 1944, an ‘ Unemployed 
List' was also created for the officers of the IMNS Relegation to 
this list was only for reasons of a personal or comp issionate nature 
A member of the IMNS when relegated to this list was not eligible for 
any pay and the penod for which she was on this list did not count 
for purposes of pay, promotion or any non effective award This 
was done to retain m service marned officers who were pregnant or 
who had to look after young children and who wished to relinquish 
their commissions on compassionate grounds It was possible to 
recall them to service '4 The ‘ Unemployed List ’ ceased to exist 
when demobilisation started and release on marriage priority was 
granted ^5 

iccommodatton Members of the IMNS, both regular and tem- 
porary, were provided with free quarters, furniture, fuel light and 
fans In addition gnnts wcie made towards the purchase of fur- 
nishings, tabic linen, crockery, cutlery, glassu arc and special amenities 
for the mcoses, which were made both attractive and comfortable 
After J inuary 1945, marned officers were permitted, subject to the 
exigencies of service, to live out with their husbands if they were living 
m the same station 

Dtsabihty Pensions and Gratuities In the revised terms of g 
December 1941, provision was made for disability pensions, svhich 
were then raised to Rs go per month for total disability and to a 
proportionately decreasing rate for lower disability down to twenty 
per cent of the pay On 15 September 1943, however, the rate of 
disability pension was raised to Rs 100 per month In addition, 
m April 1944, Government orders were issued providing for the grant 
of pension to the dependents of the nursing officers with effect from 
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15 September i943.’6 On i September 1945, the following rates of 
war gratuity for each completed month of reckonable service were also 
sanctioned for nursing officers of the IMNS Regular*? • — 

CPM . 33 sh- 4d. 

PM . 3osh. 

Matron . . . . 26sh. 8d. 

Assistant matron, senior sister-in-charge, sistei 

with ten years’ military service sgsh. 46. 

Sister with less than ten year’s military service 20sh. 

The strength of the IMNS in September 1941, was 197 (53 
regulars and 144 temporary). There were also 56 members of the 
ATNSR(IT) serving at that time. The number of lady’ nurses, 
reciuited to the IMNS(T) from i August 1941 to i August 1945, 
was 580. The actual number serving in August 1945, was 694, 
including 42 IMNS (Regular), 648 IMNS(T) and four AINSR(IT).*8 

QIJARTERLY RECRUITMENT & STRENGTH OF I M N S (T) & 
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ARMY IN INDIA NURSING SERVICE RESERVE 

Simultaneously.’^with the start of recruitment to the IMNS(T), 
the AINSR was formed for maintaining a reserve of nurses to supple- 
ment the existing strength A cadre of 200 nurses was sanctioned 
of which 50 were to be for British troops — AINSR (BT) and the rest 
for Indian troops — AINSR(IT) These could not be called up for 

military service without the specific sanction of the Government of 
India ^9 The first batch of AINSR joined about the beginning of 
September 1940 They were appointed in the rank of staff nurses 
and sisters, and were required to wear distinctive badges In May 
1941, it was decided to make no further recruitment to the AINSR(IT) 
At that time 24 nurses of the AINSR(IT) were serving and 23 were 
under orders to join On 10 Apnl 1943, all members were given the 
option of transferring to the IMNS(T) On ig February 1944, it 
was further decided that a serving member of the AINSR(IT), if 
permitted to transfer to the IMNS(T), would count her embodied 
full pay service in the reserve for seniority, increments of pay and 
bonus on discharge AH members, with the exception of one (who 
was later transferred m 1945) and four others who were missing in 
Malaya, were transferred to the IMNS(T) early in that year In 
1945 ^'vo of the nursing officers returned from hlaHya, and in 1946 
they also joined the IMNS(T) 

THE AUXILIAR\ NURSING SERVICE (iNDIa) 

The PSOs Committee had also considered the training and 
re organisation of the IVAS, the details of which were to be elaborated 
by the DGIMS This led to informal discussions with the leading 
members of the St John Ambulance Brigade (Overseas) and the 
convening of a meeting of the IVAS Council This meeting was 
attended by the Chief Commissioner for India, St John Ambulance, 
the DGIMS, the DMS, the CPM and a representative of the War 
Department The council decided to dissolve itself and disband 
ffie IVAS as recruitment to it had not been effective It was further 
decided to create ANS(I) which would incorporate the members of 
IVAS The aim of the new body was to produce a large number 
of partially trained nurses, to supplement the Army requirements, 
by giving them an intensive training for a penod of three months in 
recognised tivil hospitals Lady Linlithgow inaugurated the service 
Jis Its first president Many other prominent persons assisted in work- 
wg out the details such as the syllabus, the design of the badge, etc 
A committee of ladies with Lady Hutton as its president was also formed 
to assist the DGIMS The scheme for the ANS(I) was completed by 
June 1941 The final sanction of the Government of India v\as given 
on 5 Ai^st 1941®* and the service ivas inaugurated on 24 September 
*941 The members of the IVAS were given the option of transfernng 
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to the new service, but those who did not so choose, continued to serve 
under their existing terms and conditions, DGIMS in collaboration 
with the St. John Ambulance Association, was made responsible for 
recruitment to and super\dsion of the service, until its members were 
called up for military service. In this he was assisted by a full time 
salaried officer, responsible to him for the administration of the service. 
The members of the service were recruited in two classes, local and 
general. Local service members were available for duty within a 
specified area only. They were also called to volunteer for Air Raid 
Precautions (ARP) duties. The general service members were re- 
quired to serve either in Indian or British hospitals in India. They 
were, however, not precluded from volunteering to serve overseas. 
The recruitment was carried out in collaboration with the St. John 
Ambulance Brigade which had branches all over India. A close 
link with the Brigade was facilitated as the DGIMS was its Surgeon- 
in-Chief, and in nearly every province the AMO was the Assistant 
Commissioner. The lady superintendents acted as local recruiting 
agents. 

The officers of the St John Ambulance Brigade rendered valu- 
able service in an honorary capacity. They took over the work of 
recruiting, interviewing and equipping, both for initial training and 
subsequent enrolment m military service. Recruitment was also 
done by the military authorities. In the imtial stages of the service 
publicity for recruitment was carried out by the office of the DGIMS 
through the Bureau of Public Information, the Chief Press Adviser 
and Advertising Consultant. From 1942 notes and advertisements 
were approved by the War Department. The lady district 
superintendents were also authorised to insert advertisements in local 
papers. All concessions and important changes in the terms and 
conditions of service were announced by press notes and were also 
communicated to the AMOs and lady district superintendents for 
wide publicity. 

The Chief Lady Superintendent of the St John Ambulance 
Brigade and publicity touring teams, including non-official members, 
visited educational institutions in important towns and explained to 
the students the advantages of joining the nursing service during the 
emergency and of ultimately adopting the nursing profession as a 
career. 

^ Preference was given to nurses who were either unmarried or if 
married were legally separated from their husbands, and to widows and 
to those who volunteered for service overseas. Recruitment to the local 
service was also kept open for fully trained certificated nurses, partially 
trained nurses who had passed the hospital or state preliminary 
^xamination in general nursing or state examination in midwifery. 
Recruits with previous experience in nursing were exempted from 
training and examinations In March 1943, nurses trained in the 
regional languages were also admitted for local service, 
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Training The first batch of candidates for training was sent 
to the selected civil hospitals in October 1941 The minimum penod 
of training was three months At the conclusion of this training a 
oxa^mination was held In the case of fully trained nurse 
holding a certificate of three years’ training m the medical and surgical 
nursing of men, women and children no further training was necessary 
n the case of an applicant who had already received training as an 
|^^‘^^*'^hcated nurse, such training, if approved, was counted against 
e whole or part of the prescnbed minimum three months’ training 
endanw at a prescnbed course of training m first aid and home 
rsing of the St John Ambulance Association was recognised for 
s purpose The scheme of training also provided for a further 
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training of three months to the members who had completed the 
preliminary training at an approved hospital, at the discretion of 
the DGIMS During this period the trainees were required to reside 
m a hospital. It was, however, decided in March 1942, that the 
further training of three months was not necessary.24 

In order to supplement the training in civil hospitals it was 
decided, at a conference held on 30 December 1941, that certain 
military hospitals should also be utilised for the purpose of training. 
The approval of the Provincial Nursing Registration Councils was 
obtained for the recognition of selected military hospitals as training 
centres. This training commenced in January 1942. By June 1942, 
the immediate needs of the Army having been met, the training m 
military hospitals was discontinued. 

In March 1942, the Government of India sanctioned the em- 
ployment of twelve sister tutors in the civil training hospitals for the 
initial training of the ANS(I) members. 

In August 1942, the minimum training period of three months 
was extended to nine months if the candidate was not in the meantime 
absorbed by the Army. The qualifying examination was, however, 
held at the end of three months’ training. Further examinations 
were held from time to time as prescribed. 

In April 1943, as the local service members, except those already 
trained or under training, were not required by the military authorities, 
the training of this category was discontinued. 

In October 1943, ANS(I) trainees from some civil hospitals 
after three months’ training were permitted to continue their training 
for a further period of three months at the military hospitals recognised 
by one of the Provincial Nursing Councils. For this purpose Nos. 2 
and. 7 Indian Base General Hospitals (IBGH) at Kirkee were selected. 
Training at these hospitals was discontinued m December 1945. 

In August 1944, the training of local service candidates was 
resumed. Members, however, could only be trained for local service 
if they had justifiable reasons for not joining the general service. 

_ Although the ANS(I) was devised as a short term scheme to 
provide nurses for the Army within the shortest possible time, it was 
considered imperative to have a long term plan The IMH Jullundur 
and the GMH Roorkee were, therefore, equipped as training schools. 
These schools were recognised by the Provincial Nursing Councils of 
the Punjab and the United Provinces for the preliminary state 
examination The training staff at these hospitals included qualified 
sister tutors. In July 1945, the senior sister tutor and two sisters m 
each of these hospitals were upgraded to matron and senior sisters 
respectively. ^ Selected ANS(I) general service members received 
lurther training of six to nine months. This training was recognised 

j purposes of the preliminary state examination and the 
candidates were permitted to take the examination. By 1946, 130 
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ANS(I) members had passed the preliminary state examination from 
these hospitals, and 38 were under training in preparation for the Julv 
and October examinations Fifteen members who had passed the 
examination were released from the Army and were then completing 
their full training in recognised civil training hospitals 

Grading and Status in the AJ^S{I) In December 1943, a system of 
grading for the ANS(I) nurses was introduced There were three 
grades All were initially placed in grade i Grade 2 was given 
after the completion of eighteen months service Grade 3 was re- 
served for registered nurses, registered midwives and for other 
uncertificated nurses, who had passed the preliminary state examina- 
tion before enrolment in the A'NS(I) Members who had passed the 
preliminary state examination while serving m the ANS(I) were also 
eligible for grade 3 On 18 August 1945, the status of the ANS(I) 
was changed from nursing auxiliary to nursing cadet 

Difficulties in Recruitment and Training By the end of the first 
year of its existence recruitment to the ANS(I) was seriously affected 
by the creation of the WAG(I) with all its attractions, such as rela- 
tively lighter duties, fewer hours of work and the greater likelihood 
of quick promotion including commissioned rank Several attempts 
were made to secure a priority for the ANS(I) vis-a^vis the other 
women services, but these were not altogether successful in remedying 
the effects of the unfortunate competition The field for recruitment 
was very limited and the choice of a profession was decided on economic 
rather than on other grounds The following were some of the partial 
solutions that were attempted to counteract the drift of potential 
recruits to WAG (I) — 

(1) The undertaking by the WAC(I) authorities not to accept for 
their service applicants with previous nursing experience without 
a prior reference to the office of the DGIMS 
(u) The change m the designation of the ANS{I) nurse from the 
* Nursing Auxiliary ’ to ‘ Nursing Cadet , and 
(ui) Removal of the disparity between the terms of service of the 
the ANS(I) trainee and that of the WAC(I), immediately on 
enrolment, by the grant of an increased bonus of Rs 240 to 
the former instead of the existing Rs 100 
, , These remedies no doubt partially succeeded in giving additional 
'iDihty to the ANS(I) This auxiliary service, devised purely as 
war-time measure, however, would hav e been a greater success than 
a been realised that nursing is mainly a women’s profession, 
av» 1 ki i^ecessary pnonty been accorded for the diversion of all 
1 able woman power to the nursing service 

pjj other mam problems were the large number of resignations 

anil n of contracts, requests for release on grounds of marnage 
whirk ^bhsation of the uniform allowance for the purpose for 
earlier t nicant The resignations were mainly facilitated by the 
terms of contract which specified an initial maximum penod 
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of one year’s service, with the option to resign from the sewice or to 
renew the contract for further periods of one year at a time. The 
contract as stated above ^vas, therefore, amended so that a member 
signed on to serve for the duration of the ivar and six months thereafter. 
It was, however, apparent that a serving member would not ordinarily 
leave the service on the expiry of her contract unless the existing 
conditions of service were unsatisfactory or unless there were other 
attractions to warrant a change. Both these reasons operated towards 
a diminution in the number of the ANS(I) members. This trend 
was successfully halted by improving the conditions of service from 
time to time and by representing the need for allotting greater priority 
to the nursing service vis-a-vts other women services. 

Improvements in the Terms and Conditions of Service : The following 
were the main improvements that were carried out in the terms and 
conditions of service . — 

(i) Substitution of the earlier terms which provided for uncerti- 
ficated nurses, a pay of Rs. i68-2|-i 88-3-1 94 inclusive of 
messing charges, which varied from time to time and from 
place to place on account of the pecuhar conditions created 
by the war, by a system of free board and lodging with 
Rs. 100 as pay. 

(11) The abolition of the payment of an extra 25 per cent, of pay 
to those in the messes attached to BMHs as this led to a feeling 
of invidious distinction. 

(ill) Improvements in the pay of certificated nurses from 
Rs. 1 07-5- 1 42 to Rs. 1 35-5- 1 75, with free board and lodging 

(iv) Pa'^nnent of an increased bonus of Rs 50 per annum for 
contracts to serve for the duration of the war and six months 
thereafter, subject to the fulfilment of the contract. 

(v) Inci eased rates of uniform allowance to meet the rising cost 
• of articles of uniform 

(vi) Grant of ‘advance inciements’ of pay for ceitificated nurses 
and certificated midivives for approved previous professional 
nuising experience 

(vn) Introduction of a system of grading with proficiency pay of 
Rs. 2, 4 and 6 according to the grade. 

(viii) Grant of a field allowance of Rs. 20 per month. 

(ix) Grant of Japanese campaign pay ofRs. 26-11-0 per month. 

(x) Grant of war service increment 

(xi) Grant of disability and dependents pensions. 

By vanous improvements in the terms and conditions of service 

T concessions, and by a sympathetic understanding of the 
1 culties of the individual members, it was hoped that attempts 
o leave the service would be reduced to a mimmum. Requests for 
re ease on grounds of marriage were not tenable since marriage was 
no ar to conpnuance m the service. By persuasion and by the grant 

^ ^ ^^soi^^ble penod of leave without pay such releases were also 
avoided as far as possible. ' 
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Release Nursing cadets of the ANS(I) general service who had 
joined for the duration of the war and six months thereafter, were 
brought within the scope of Indian Amy Release Regulations Nursing 
cadets who ^vere on a yearly contract were not eligible for release 
under these regulations but were discharged after the expiry of their 
penod of contract 

TRAINING FACILITIES FOR NURSING CADETS AFTER DEMOBILISATION 

The following training facilities were provided in selected civil 
hospitals and training institutions for nursing cadets after demobilisa- 
tion Nursing cadets who desired to undergo civil nursing training 
with a view to qualifying as state registered nurses ^vere provided 
with the necessary training facilities in recognised civil hospitals in 
all the provinces They were kept in military employ until 
arrangements had been made for their admission to the training 
centres As the training was earned out in recognised hospitals 
according to presenbed standards, all the Provincial Nursing Regis- 
tration Councils in India were prepared to recognise and count 
towards a three years’ training, the following penods of service — “7 

(i) Full period of initial ANS(I) training of three to nine months 
(u) One quarter of approved service from the date of joining the 
service to the date of commencement of training 
(in) Full period of training as military probationers in selected 
nuhtaTy hospital’s, ii;^: IMH Jullundur, and CMH Roorkee 
(iv) One half of further continuous approved military service after 
passing the preliminary state examination of the United 
Provinces, or Punjab Nursing Councils 

A candidate had to complete, after release from the ANS(I) at least 
eleven months’ training in the nursing of women and children, before 
appearing for the final state examination The maximum credit of 
ANS(I) training and service was thus two years and one month 
Local service members were not entitled to the above concessions In 
their case, the penod of initial training only could be counted for the 
purpose of curtailment of training penods 

recruitment of NURSFS from foreign COUNTRIES 

Throughout the war, the military nursing services were deficient 
by approximately 50 per cent All possible avenues to improve the 
situation were explored 

Nunes were recruited m Malaya, Burma, the United Kingdom, 
tjhina, Australia and the Middle East In November 1940, sanction 
was accorded for the local recruitment of trained nurses in Malava 
and nine lady nurses joined for military duty =8 Their terms and 
conditions of employment were the same as for the IMNS(T) On 
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1 6 July 1941, permission was given for the local recruitment of 
temporary nurses in Iraq under the IVAS terms. Four nurses were 
thus employed. The largest addition was, however, possible from^ 
Burma when, after the fall of Singapore in February 1942, nurses of 
the Burma Army arrived m India. They belonged to two services, 
the Burma Flospital Corps (Nursing Service) and the Voluntary 
Aid Detachment (Burma). The former were fully trained and 
numbered sixty-one The latter weie semi-trained or untrained and 
numbered forty-six. The Burma Hospital Corps Nursing Service 
members retained their identity and were not absorbed into the 
IMNS(T) though they received similar pay and allowances while 
serving ivith the Indian Army. The members of the Burma Volun- 
tary Aid Detachment were absorbed into the ANS(I) and were given 
a pay of Rs. 85 per month with allowances amounting to Rs. 
55 per month. 29 In March 1942, sanction was also given to recruit 
trained nurses m the United Kingdom, China, Australia and the 
Middle East. 3 ° The number of nurses thus recruited was nine from 
the United Kingdom, and one each from China, Australia and the 
Middle East. 

RECRUITMENT OF PROBATIONERS FINAL YEAR 

In October 1943, in order to accelerate the rate of recruitment 
to the IMNS(T) and to ensure a steady supply of fully trained nurses 
from among those qualifying for the final state examination, the 
Government of India authorised the payment of a bonus of Rs. 
100 per month to suitable probationer nurses m recognised training 
institutions who on completing two years and nine months’ training 
executed an agreement undertaking liability to serve in the IMNS(T). 
The bonus was payable as soon as the candidates were declared to 
have passed the examination. 

It was also decided to recruit for military duty final year proba- 
tioner nurses with two and a half years training from selected civil 
training institutions. They were in the first instance recruited in 
the ANS(I). At the end of six months service m the ANS(I) they 
were required to appear for the final state examination. Until they 
had passed this they were attached to military hospitals nearest their 
examination centres and were not sent overseas Those who qualified 
in the examination were transferrd to the IMNS(T) but those who 
iailcd continued in the ANS(I) until such time as they were successful. 
Under this scheme the training institutions that released their final 
year probationers were entitled to a sum of Rs. 450 per head, as 
^on as the probationer reported for military duty Up till 31 
December 1943, eleven final year probationers had been thus 
IMNSfr)^! out of which six were transferred to the 
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ACCEPTANCE OF ASSISTANCE FROM ST JOHN AMBULANCE BRIGADE 
CALCUTTA 

An offer of Tssistance was made b) the St John Ambulance 
Bngade in October 1942, for — 32 

(i) The replacement of Army nurses in Calcutta in an emergency 
(u) Despatching a mobile nursing detachment to any hospital 
outside Calcutta where there was a sudden influx of patients 
necessitating additional nursing staff or for any nursing duty 
deemed an emergency by the military authorities 
The offer was gratefully accepted With regard to their employment 
outside Calcutta, it was proposed to divide the detachment into two 
groups, each consisting of one nursing officer and seven to ten 
ambulance or nursing sisters, besides other personnel The members 
of the bngade moved at Government expense when proceeding for 
outstation duty They also received ration allowances at the rate of 
Rs 3 per day when no rations were drawn or at the rate of 
Rs 180 per day when m receipt of rations, to compensate for 
additional messing expenses 

CMH WALTAIR (NURSING BY NUNs) 

On I January 1943, m order to relieve military nursing officers 
for other duties, six nuns of the St Joseph’s Convent (trained nurses) 
were employed in the CMH Waltair, which had eighty beds for Indian 
troops and forty beds for British troops Their terms and conditions 
of service were the same as for local service ANS(I) members They 
converted their school into a hospital and gave full time duty and 
lived m their own quarters This was an economic arrangement from 
the Army point of view In February 1945, consequent on the expan- 
sion of the hospital to 400 beds for Indian troops and 250 for Bntish 
troops, Its site had to be changed The nuns moved also , but they 
^penenced some difficulty owing to an increase in their cost of 
living, as the new site was several miles from the convent Their 
terms of employment were, therefore, revised with effect from I April 
1945 In April 1945, the hospital was divided into two sections for 
me purpose of nursing The surgical section was taken over by 
ontish nursing officers while the medical was retained by the nuns 
whose maximum number had reached fort> two, consisting of eleven 
and thirty one uncertificated nurses At the request of 
the convent authorities these nurses were released on i December 
*945 A letter of appreciation from the Army was sent to the nuns 
or their excellent and devoted service 33 

employment of local nursing staff at the imh mhovv 

30 August 1943, the nursing arrangements at the IMH 
AHiow v\cre entrusted to the Chief Medical Officer m Central India, 
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Indore, and it Avas proposed to employ tlie local nursing staff as a 
nursing unit m tlie military hospital. But the nurses trained for tivo 
to three years in regional languages at the King Edivard Medical 
Hospital, Indore, and Mission hospitals were not eligible for registra- 
tion Mth any of the ProHncial Nurses’ Registration Councils in India. 
As such, they could not normally be employed in local military' 
hospitals. Special terms for their employment ivere, therefore, 
sanctioned. The nursing staff consisted of a Canadian trained nurse 
and eight mission trained Indian Christian nurses. The number 
increased to thirteen nurses on i October 19433 these worked 

successfully till 28 Februaiy 1946, 'when IhlNS officers relieved them .34 

IMH BOMBAY (cmL ADMINISTRATION) 

The administration of the IMH Cumballa Hill, Bombay, 
(Parsee General Hospital) ivas taken over by the Government of 
Bombay, in September 1943. Twelve trained and thirty-eight un- 
trained nurses ivere employed. On the disbandment of the hospital 
at the end of January' 1946, twenty'-one cml nurses were sening on 
the staff 35 


NURSING SISTERS FOR THE RIN HOSPITAL 


The first appointment of nursing sisters in the RIN Hospital 
uas made in July' 1943. They' were recruited directly' by' the medical 
officer in charge of the hospital under authority from DGIMS. Their 
terms of seriice were similar to those of the IMNS(T) except that 
they were not commissioned officers. The strength of these nursing 
sisters reached seventeen in 1945. They' were under the superi'ision 
of a matron and an assistant matron. In 1944, one nursing sister was 
posted to the ^VRINS Hospital in Vizagapatam and remained there 
till the end of 1945. Nursing sisters were generally' in charge of the 
yards and supen'ised the ivork of SBAs, There ivas also one sister 
in charge of the operating theatre and this seems to have been the 
only' speciahst appointment held by' a member of nursing staff.36 

SCHEME FOR VOLUNTARY PAID AND UNPAID WORKERS 

In January' 1944, tlie Central Command dreiv up a scheme 
for proi'iding in each station a nucleus of local women trained in 
elementary nursing, ivho ivould be available to assist the regular 
nursing staff in case of emergencies due to unforeseen outbreaks of 
Illness, operational transfers from other Commands and Armies, or 
unexpected local shortage of regular staff. The scheme prowded for 
nurang resen'es of voluntary unpaid and paid workers who would 
un ertake work even though the remuneration received was sufficient 
mercy to cover expenses. Voluntary unpaid workers were members 


31 H/5;i3/H(M), 


H/5/57/H(M'i 


H/5/5/H(M) See also page 42. 
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of the nearest TvailaWe St John Ambuhnee Association Nursing 
Division and ^\ere trTined at the local military hospitals without any 
training allowances, and when enrolled for service, ^verc entitled to 
free military transport or Rs 30 in lieu thereof Paid workers 
were trained under the ANS(I) local serMCC terms in civil hospitals 
for at least three months and on qualifying were enrolled for full or 
part-time local service The terms and conditions of service and 
training of local service ANS(I) were adjusted so as to embrace all 
paid local workers including those who required remuneration only 
to cover out of pocket expenses 

LADY MINTo’s INDIAN NURSING ASSOCIATION 

In May 1944, it was decided that, where practicable, members 
of the Lady Minto’s Indian Nursing Association, when not required 
for association work, might be accepted for employment in local 
military hospitals against authonsed nursing establishments at the 
discretion of the DMS m India The association was paid half the 
salary of the nurses for the penods when they were not employed 
on mihtary duties, as resting salary Free messing and transport were 
provided when required on the same terms as for the ANS(I) general 
service But only two sisters joined for part-time duties in the 
Military Hospital at Shillong 37 

MEMBERS OF THE BRITISH NURSING SERVICES FOR DUTY WITH INDIAN 
TROOPS 

One other expedient which was utilised to make good the shor- 
tage of nurses was the employment of British Voluntary Aid Detach- 
ment (VAD) nurses for duty in the hospitals for Indian troop in India 
and the Far East 38 Xhe first batch of 200 VAD members arrived in 
September 1944, and the highest number reached, including wastage, 
was 699 in January 1946 39 The actual number serving in August 
^ 945 > 'vas 391 40 

The shortage of trained nurses m Indian military hospitals 
to cause grave anxiety The intake of recruits m the 
I^^IAS(T) was disappointing throughout the war penod Commen- 
cing with 245 members in August 1941, the number that was reached 
in August 1944, including wastage, was 653 In addition 1,332 
auxiliary nurses, general service, were employed, but their value was 
limited and they required trained supervision It was, therefore, 
necessary to obtain additional nurses lest the nursing 
s andards should detenorate On 6 August 1944, the Viceroy 
requested the Secretary of State for volunteers from the Bntish nursing 
semc« in the United Kingdom and the Dominions, for employment 
'’itn Indian troops ‘ when fighting in Europe ends ’ This resulted 

55 A ®0''crnmcnt of India War Department letter No 23366/2/DMS9 
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m the sanction for the employment of 1,000 members of the QAIMNS 
from the United Kingdom. In order to encourage volunteers, each 
member was paid an additional allowance of Rs. 100 per month. 
The scheme was to last for one year with effect from i December 
1945. Drafts started arriving m October 1945, but before the last 
draft was despatched from the United Kingdom the need for a large 
number of nurses was practically over and before the end of 194b 
they were all withdrawn. 4 ^ 

CONCESSIONS GRANTED BY PROVINCIAL GOVERNMENTS TO LADY NURSES 

FOR SERVICE WITH THE ARMY 

To stimulate recruitment and so reduce the deficiency of nurses 
in the armed forces, the Provincial Governments allowed the follow- 
ing important concessions to the nurses who volunteered for service 
in the Army during the war ; — 

(1) Nurses from Government service were allowed to retain 
a hen on their posts. 

(ii) The period of military duty was to count towards gratuity, 
pension, increments, and leave, as admissible in their civil 
appointments. 

(lii) In making selections for the various classes of nurses in 
Government hospitals, preference would be given to those 
who had rendered satisfactory military service. 

(iv) A nurse who had rendered military service would be per- 
mitted to deduct from her age the period of such service 
for the purpose of the rules prescribing the age limit for 
entrance to Government service. The Government of 
India agreed to pay pensionary or provident fund contribu- 
tions, whichever was applicable, and also leave salary 
contributions. 

THE SCHOOL OF NURSING ADMINISTRATION 

The ever increasing demand for trained administrative nursing 
personnel during the war revealed the paucity of training institutions. 
It was also realised that with the passage of time, both during the war 
and in peace tune, the demand for the employment of such nurses 
would increase in the civil and military establishments. Hence, 
in April 1943, with a view to providing facilities in India for the 
higher education of nurses for administrative and sister tutors’ posts, 
the Governrnent of India sanctioned the establishment of a school of 
nursing administration for the duration of the war or till 31 March 
^ 945 >'^^ whichever period was shorter. The school was located in the 

r/68o7/i22/H(M) 42 H/5/i3/H(M) 

43 Later the continuance of the school was sanctioned upto 31 March 1949, and the 
Nursin^CouKc status of a college, with a B Sc (Honours) 
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premises of the Lady Reading Health School, Bara Hindu Rao, Delhi 
The expansion in military hospitals had resulted in the promotion of 
junior sisters, who had no experience of administration, to the rank 
of matron With a view to traimng such nurses, arrangements were 
made in the school to provide for them an intensive post-graduate 
course in nursing administration (or hospital administration) of eight 
months, and a sister tutors’ course of nine months duration For 
nursing officers of the IMNS, who were likely to assume the duties 
of matrons, an intensive course in hospital administration of three 
months duration was also instituted It 'was agreed to depute 
IMNS nursing officers to the course in batches of six at a time 
Twenty-four nursing officers had received training at the school 
when the training of military students was discontinued in 1944 In 
July 1945, it was decided to detail IMNS officers, of the rank of sister, 
in batches of not more than four at a time to undeigo the sister 
tutors’ course at the school The nursing officers attending the 
course were to be regarded as on military duty and as such were 
eligible for full pay and allowances during the entire period of training 
The fees payable to the institution in respect of each military student 
attending this course, were not normally to exceed Rs 600 The 
fee covered the cost of accommodation , the expenses on account of 
boarding and laundry were to be met by the students themselves 
The first batch of four nursing officers was detailed for the course 
which toTnmenced on 31 July 1945, and up to July 1947, a total of 
eleven IMNS members had attended the course ■i* 

STAFF APPOINTMENTS 

<2/ ifie DGIMS The Nursing Branch at the office of the 
DGIMS was formed m August 1941, under the control of the Chief 
hady Supenntendent ANS(I) To cope with the increase of work an 
assistant chief lady superintendent was appointed in January 1943 4 ^ 

^fedical Directoraie Prior to 1942 CPM was the only nursing 
o icer in the Medical Directorate With the rapid expansion of the 
nursing services, consequent on the entry of Japan into the war, 
appointments of two PMs ind one SM were sanctioned Of the two 
ppointments of PMs, one was held by an officer of the Indian service 
rrt li u of the Bntish service The SM’s appointment 

officer of either service The CPM was given the 
a ive rank of Bngadier m May 1944 46 Appointments of a PM and 
In sanctioned at each Army/Command headquarters 

In * 943 » a SC, junior commander WAC(I) was added 

m ^^aolishment at GH^47 After the formation of the IA^IC 

mstnfr?* considered necesssary to appoint a matron 

the r ^•*^‘oing and depot centre, to improac 

ming of the lAMG recruits Matron instructors were to be 

«A/6/39fH{M) 46 ^/36o3/34^(^^) 

was added to tlic stafT at Headquarters Central 
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found from among ex-matrons or senior sisters of the IMNS who, 
while eminently suitable for teaching purposes, might not be physically 
fit to continue the arduous duties required of them in large hospitals. 
On 12 October 1943, four matron instructors were thus employed. 
These appointments were abolished with effect from i April 1946. 
On 18 January 1944, posts of two matron'ts examiners each in North 
\Vestern Army, Southern Army and Central Command were sanc- 
tioned. Matron examiners were responsible for the examination 
of the nursing section personnel of the lAMG on the conclusion of their 
training in selected hospitals with a view to assessing the capabilities 
of the trainees and grading them accordingly. They were also 
required to tour all the training hospitals monthly to hold such 
examinations. Staff appointments in the nursing services thus 
gradually increased. By October 1945, these appointments in India 
and SEAC were as below : — 49 

IjYDIA 

GHQ, 

CPM . . 

PMs . 

SM . 

VADhaison officeis 
SC WAG (I) 

Armies (Commands 

PMs 
SMs 

Man on examiners 
Total 

SEAC 

CPMs 
PMs . 

SM . 

VAD assistant liaison officers . 2 

Total . y 

nurses in iMEDICAL UNITS 

The number ofnuises authorised for medical units changed from 
lime to time. The authorised scale in January 1945 was as follows: — 

Unit Eslablishmenl of nurses 

Gasualtv clearing station (CCS) . . 8 

.. 3’5 pel cent, of beds 

for Indian troops. 
6*4 per cent, of beds 
for British troops 

on'o Anri*?'tn\^"‘ri'’r for Headquarters Central Command was sanctioned 

on 9 April 1945, r/ 36 io/ 22 /H(M) 

40 A/g/29/H{M), F/o3i5/2/H(M) 50 A/2/58/H(M), A/i/8/H(M) 


1 

2 

I 

3 

I 

5 

4 
7 
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Indian gcncril hospital (Indian troops) IGH(ir) 
Indian Base General Hospital (Indian Troops) — 
IBGH(IT) 

Indian Base General Hospital (British Troops) — 
IBGH(BT) 

Garnson mill tar) hospital 
Orthopardic tvmg (Indian Troops) 

Orthopxdic wing (Bntish Troops) 

500 beds 
1,000 beds 
Maxillo facial unit 
Ambulance tram 
Hospital ship 
Hospital carrier 
Hospital coastal steamer 
Rn cr steamer 


Lstabhshment oj nurses 
3 5 pel cent of beds 
3 5 per cent of beds 
Later increased to G 
per cent 

0 per cent of beds 

8 per cent of beds 
5 to 1 1 according to 
number of beds 


25 1 QUARTERI Y strength of IMNS,AINSR (IT) AND ANS (I) 
FROM SFPTFMBPR IWl TO JULY 19^5 



3 actual 5TRENCT1I A I N S R (it) 
^ 1 M N 8 (jtSG & temp) 
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CONCLUSION 

It will be evident from the foregoing account that the necessity 
for expanding the nursing services was a direct outcome of the war, 
which was further intensified by the entry of Japan into the conflict. 
The methods devised from time to time to increase the output of the 
nursing personnel failed to keep pace with the ever mounting needs. 
Even the employment of auxiliary services could not bridge the gap. 
The unsatisfactory conditions of service undoubtedly were responsible 
to some extent for the small number volunteering to serve in the 
nursing seiwice. The deficiencies were quite marked at every stage 
as will be obvious from the following figures. 5 ^ 


Date 

Establishment 

Available 

Deficit 

30 September 1940 

211 

84 

127 

30 September 1941 

414 

275 

139 

31 December 1942 

3>258 

1,549 

1,709 

31 December 1943 

4,207 

1,919 

2,288 

31 December 1944 

4,958 

2,439 

2,519 

31 July 1945 

5,492 

2,705 

2,787 


But the difficulty in providing the required number of nurses during 
the war was primarily due to the shortage of nurses in the country. 
The imperative necessity to accelerate the output of nurses in the 
country during peace is only too obvious. Nevertheless the achieve- 
ments of the Indian military nursing services were remarkable. Their 
members served in Ceylon, Aden, Egypt, North Africa, Sudan, 
Entrea, Cyprus, Palestine, Syria, Iraq, Italy, the United Kingdom, 
Burma, Singapore, Malaya, Hong Kong, Japan and Indonesia, 
where they functioned either as absolutely self contained units or 
else in collaboration with the British nursing services. They suffered 
casualties dunng the loss of Malaya and Singapore in February 
^942} nnd some of them had to experience the rigours of imprison- 
ment for more than four years. Their work in the different fields 
brought to the Indian services well-merited recognition by the grant 
^ decorations and Mentions in Despatches. One hundred 

and fifty-three members of the ANS(I) had at one time or the other 
seiv'cd in Iraq, Iran, Egypt and England. Five were mentioned 
in Despatches. Four of them received the honour of associate 
membership of the Royal Red Cross.s^ 

WOMEN S AUXILIARY CORPS, INDIA IN MILITARY MEDICAL SERVICES 

The WAC(I) was formedss on 9 April 1942, for the purpose of 
provi mg women to perform those duties in the Defence Services, 
lor which women inherently possess special qualifications. They 
i\erc o relieve an equal number of men. The medical services were 
auinoriscd in the beginning to employ them in the following trades : 

.V4/a6/H(M), r/23439/H/(M), F/z.22687/H(M), H/6/4/H(M), A/i/i4/H(M). 

•'-H/ 5 /, 3 H(M) -3 a I (I) 132/1942 
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dispenser, masseuse, operating room assistant, hborntory assistant, 
store woman, hospital and radiographer On 6 January 1943, 
sanction was also given for the appointment of six dieticians, in the 
rank of junior commanders m general hospitals m India, as an ex- 
pcnmental measure These appointments were suspended by the 
end of as sufiicient candidates with requisite qualifications 
were not forthcoming 54 

REPLACEMENT OF SISTERS BY \\AC(l) IN CERTAIN HOSPITALS 

The shortage of qualified nurses, as already stated, was very 
acute Only a small proportion of vacancies in authorised hospital 
establishments could be filled by trained sisters It was, therefore, 
essential to make the best possible use of the a\ ailable trained personnel 
The duties of matron, assistant matron and home sister could be 
performed by WAG (I) officers They could not replace nursing 
officers but while establishments were incomplete they could enable 
matrons and sisters to spend more of their time on professional work 
On 20 Januarv 1943, sanction was accordingly given for the employ- 
ment of 100 WAG (I) officers m certain selected garrison and general 
hospitals in India of 200 beds and over 55 

Laboratory Assistants ^VAG(I) laboratory assistants were autho- 
rised for the military laboratoncs at Poona, Quetta, Peshawar, Rawal- 
pindi, Lahore, Meerut, Bombay and Bangaloie These were to be 
employed on general service terms only They were required to 
attend a course of training at the District I aboratory', Meerut, for a 
penod of four to five months 

Masseuses WAG(I) masseuses were authonsed to replace 
BORs masseurs m authorised establishments These could be 
employed on general or local service terms They were required to 
pass a trade test which was based on the qualifications required of an 
RAMG masseur 

Radiographers WAG (I) radiographers could be employed in 
replacement of lAMG or RAMG radiographers in hospitals with an 
authorised bed strength of 200 beds and over They could be em- 
ployed on general service terms only Candidates were required to 
undergo a course of training not exceeding four months at No 3 
IBGH Poona On the conclusion of the course, if found satisfactoia, 
they were posted to a hospital where a radiographer was authonsed 
Appointments of ten radiographers WAG (I) were sanctioned on i May 
*943 fi November 1943 one WAG(I) was appointed as radio- 
grapher at the Combined Indian Military Hospital (CIMH), Barrack- 
porc on local service terms for WAG(I) 

Dispensers and Store IVomen WAC(I) dispensers and store women 
could be employed on general or local service terms to replace RAMG 
dispensers or nursing orderlies on store duties 


WF/2.73/H(M) F/o9»3/4/H(M) 


5 ^ F/ 2264 /H(M) 
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Kitchen Supervisors . Kitchen supervisors were authorised on the 
scale of one per military hospital with a bed strength of 200 beds and 
over. They weie employed on general or local service terms. 

Operating Room Attendants : Some WAG (I) personnel were also 
employed as operating room attendants but in December 1943, it 
was decided that no further applications for this trade would be 
considered in order to maintain a clear demarcation between nursing 
duties and those performed by the WAG (I) personnel. Those already 
engaged on this work were, however, allowed to continue. 

Assistants in Medical Inspection Rooms : WAG (I) personnel in 
the rank of sergeant to assist the military medical officers, were 
appointed at the medieal inspection rooms at Fort William, Galcutta 
and Ballygunge in October 1943, and at Kankinara in December 
1943 - 

They could not be appointed for duties in the wards of hospitals 
and in clerical appointments except in replacement of Indian or 
British other rank clerks. 

By 4 December 1943, the number of WAG(I) personnel 
employed in various appointments in military hospitals was as 
follows : — 



Authorised 

Actually 

Quartermasters 

131'*' 

employed 

33 

Dietitians 

6 

2 

Assistants to matrons 

100 

12 

Dispensers (garrison hospitals) 

67 


IBGHs(BT) . 

37 


IBGHs(G) 

42 t 


Medical store depots 

54 t 

4 

Masseuse IGHs(G) 

s^t 


IBGHs(BT) . 

67 


Garrison hospitals 

25 

7 

Radiographers . 

kJ 

26 

2 

Laboratory assistants 

20 

18 

Storewomen 

ii8j 

1 1 1 

Kitchen supervisors 

1 38$ 

2 

Liable for service ex-India 
t Liable for service ex-India 

862 

i 9 « 

58 

127 

42 

50 

t Liable for service ex-India 


S Liable for service ex-India 



Telephonists . In February 1944, sanction was given for the 
emp oyment of WAG(I) as telephonists in base or garrison military 
nospitals with an authorised bed strength of 400 beds and over on 
a scale ot one per hospital At the same time it was also decided that 
ciencal establishments m headquarteis and static medical unit 
ab?t i^ight be filled by them depending solely on their avail- 
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Mess Secretary A mess secretary (ofTicei in the rink of end 
subaltern ’\VAC(I), ranking as end lieutenant) was appointed on 
3 January 1944, for the lAMC officers mess at No e 1 raining ind 
Depot Centre, Lucknow On 21 November 1944, sanction was also 
given for the appointment of the folloivmg staff for the three messes 
It the Arm) Medical Training Centre, Poona 

Junior Commander i 

Subalterns or and Subalterns 2 

Sergeants 3 

Optician ‘ Optician ’ was not recognised as an employment for 
WAC{I) members Ho\^e\er, one \VAG(I) who happened to be a 
qualified optician was appointed as a special case at No i Subsidiary 
Spectacle Centre against an lAMC havaldar’s vacancy, in the rank 
of sergeant, in May 1944 


CHAPTER VII 


The Indian Hospital Corps 

EXPANSION OF THE IHC/lAMG 

The rank and file of the medical services originally included the 
Army Hospital Corps and the Army Bearer Corps and subordinate 
personnel of the Indian Station Hospitals. On i June 1920, these 
three elements were combined to form the Indian Hospital Corpse 

On the outbreak of war the strength of the IHC was 8,645, 
which included 4,104 lORs and 4,541 NCs(E). There was also an 
authorised reserve of 2,300 ambulance section personnel and 1,222 
nursing section. 

The corps was organised in four companies ; No. i at Rawal- 
pindi, No. 2 at Lucknow, No. 3 at Poona and No. 4 at Quetta, catering 
respectively for Northern, Eastern and Southern Commands and 
Western (independent) Distnct, with a record office at Poona. 


REORGANISATION OF THE IHC/lAMG 

• 

The first reorganisation of the IHC took place in September 
19393 when the war organisation that was proposed in 1937, was 
enforced. No. 3 Company and the Record Office were combined 
to form the depot with a training wing and training wings were also 
formed at No. i and No. 2 Companies.^ 

The sanctioned establishment of the depot and each of the 
companies, on the basis of a monthly output of 44 lORs and 4^ 
followers by the former and 78 lORs and 44 followers by the latter, 
was as follows — 


Depot 

Officer commanding (heut -colonel or major) 
Second-in-command 
Assistant sui geon fWOl 
VGOs ^ 

Havildars 

lORs 


Followers 

Temporary personnel (cooks, sweepers etc ) 

Training Company 

Commandant (major) 

Assistant surgeon (WO) 


, I 

. . I 

. I 

8 

14 

216 

(includes 132 recruits 
and reinforcements) 

41 

15 


I 

I 


6 


■ For earl> histon sec Appendix XV For training also see page 213 “ F/Z-22303/H(M). 
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Havildars n 

lORs 302 

(includes 242 recruits 
nncl rcinforcemenls) 

Follo\\ ers 44 

Temporary personnel - 15 


These training establishments were quickly found to be quite 
inadequate In September 19^0, a conference of the company 
commanders was held at Delhi with a \icw to finding ways and means 
of rapid cNpansion This led to the expansion of tlic existing training 
wangs at the depot and Nos i and 2 Companics 3 and the formation"! 
of a training wing of approximately half the size of the others in 
No 4 Company, Qiictta ^ With this increase it was estimated that the 
monthly output of trained men would be 38 of the clerical section, 70 
of the store section, 269 of the nursing section, 437 of the ambulance 
section and an adequate proportion of NCs(E) To a\oid an undue 
increase m the size of the training wings it was further decided that 
personnel of the general section should be * farmed out * for training 
to such military hospitals as could accommodate them 

Early m 1941, it was estimated that additional requirements for 
the year would amount to approximately 21,000 ^ To proMdc for 
this increasing demand, it became necessary to reorganise the IHC 
Further, it was found from experience that there were certain dis- 
advantages in haMng the record ofiicc combined with the depot 
Also, owing to the absence of any separate headquarters for the corps 
other than the depot, supervision and centralisation of control was not 
possible An organisation with a headquarters for the corps, under 
an officer senior to all other commanders, could ensure better central 
control, greater efficiency and smoother working It ^vas also consi- 
dered that in view of their size the companies should be changed into 
battalions 

Consequently in May 1941, a corps headquarters, consisting 
of a personnel section and a records and accounts section, was created,? 
and Nos i, 2 and 4 Companies bacame Nos i, 2 and 4 Battalions 
and the depot became No 3 Battalion Each battalion was divided 


* The additional establishment authorised for existing training wmgs was as folloivs — 
Tht depot The iratning wing Total increase 
Subedar i r 

Jemadar a ss 6 

Havildars g Z la 

^ lORs QQ 279 

'The establishment of the training wing at No 4 Company, Quetta was as follows 
Commanding l 

l^vildar major and havildars 5 


lOR, 

General section (followers) 
* y/Z-3i58o/H(M) 

® F/Z 22303/H(M) 


Reinforcements and recruits 


7 F/Z 22303 /H(M) 



88 


administration of medical services 


into a headquarters and depot company and a training company. 
Additions were made to the administrative and training establishments, 
involving a total increase of a colonel IMS (to command the head- 
quarters), a majoi or captain, four captains or subalterns as adjutants, 
four quartermasters, and a GGO. The rank of subedar-major, which 
had not previously been attainable in the IHC was also introduced 
for the senior VGO in each of Nos. i, 2 and 3 Battalions. Other 
increases were four education jemadars,’ three duty jemadars, two 
jemadar head clerks and twenty- two havildars. A decrease of four 
subedars and four jemadar assistant surgeons was also effected. Many 
of the appointments had to be filled by combatant officers, owing to 
the acute shortage of medieal officers. 

A training conference of the battalion commanders was held 
at Simla in July 1941, with a view to accelerating the training period 
of recruits.8 Another eonference was held at the Headquarters 
Southern Gommand in October 1941, to find ways and means of 
training large numbers of VGOs and NGOs for duty both m the staff 
of the battalions and in medical units. This resulted in the formation 
of the IHG, VGOs and NGOs Sehool at Poona in January 1942. 

Demands for overseas reinforcements continued to be higher 
than anticipated. By the end of 1941, it was estimated^ that by 
October 1942, the additional requirements would amountto 38,256.’° 
It became apparent that the training staff of the battalions was in- 
sufficient to cope with the intensive training required to be carried out, 
and that the existing sanctioned output was inadequate. It became 
necessary to increase the number of recruits under training and to 
reorganise the corps again. Gonsequently, the following changes were 
sanctioned on 10 February 1942: — 

(I) IHG battalions were reorganised into battalion headquarters, 
training wings and depot wings 

(II) Training wings were expanded and further organised into four 
companies in each of the training wings of Nos. i, 2 and 3 
Battalions and three in the training wing of No. 4 Battalion. 

(ill) Depot wings were organised into headquarters companies and 
depot companies The latter were to hold the reserve of trained 
men It was estimated that the minimum leserve margin of 
trained personnel in each battalion would be equivalent to one 
month’s output 


8 K/i/22/H(M) 


This was based on the following calculations - 

lORs 

NCs(E) 

Required for new units 
^^^iistage at 2 per cent 

Wastage at 2 per cent on commitments in India 
Kcmiorcements for overseas at 4 per cent 

12,000 

2,880 

1,105 

3.562 

1 1,000 
2,640 
1,988 
3,081 

Total commitments 

19,547 

18,709 

Monthly average 

F/Z-24529/H(M). 

1,629 

1.559 
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(IV) The staff of Headquarters IHC and the battalions was increased 
(v) The total recruit establishment of the battalions was fixed 
at 6,434 lORs and 2,829 NCs(E) 

ItVas estimated that these changes would increase the monthly 
output of trained recruits to 1,320 lORs and 1,134 NCs(E) ** 

After this no major changes occurred dunng 1942 During 
the )ear special difficulties of providing personnel were encountered 
owing to the combination of a heavy programme of raising medical 
units and the emergency created by the evacuation from Burma 
On 13 October 1942, * Battalions IHC ’ were redesignated as * Train- 
ing and Depot Centres IHC ’ ‘ Training Wings ’ and ‘ Depot Wings ’ 

became ‘ Training Battalions ’ and ‘ Depot Battalions ’ and ‘ Battalion 
Headquarters ’ were renamed ‘ Centre Headquarters ’ 

Formation of Administrative Headquarters^ lAMC On the transfer 
of the IHC to the lAMC the establishments of the Headquarters 
lAMG and the training and depot centres were again revised on 
14 May 1943 ^3 Headquarters IHC was redesignated as Administra- 
tive Headquarters lAMC The staff and establishment of the head- 
quarters and the training and depot centres were substantially 
increased The commandant ‘4 of the Administrative Headquarters, 
lAMC, was directly under GHQ, and reported to the DMS on all 
matters affecting WOs, VCOs, lORs and NCsfE) of the lAMC, 
training and depot centres lAMC and lAMG officers under training 
m these centfes In June 1943, the rank of the officers commanding, 
training and depot centres lAMG was upgraded to colonel and the 
appointment was designated as ‘ Commandant ’ 

With the amalgamation of Baluchistan and Sind Districts in 
the North Western Army, the necessity for a separate training and 
depot centre, lAMG, at Quetta no longer existed Moreover 
difficulties had been experienced in providing adequate accommoda- 
tion because of the distance of Quetta from the Administrative 
Headquarters lAMC Consequently the unit was disbanded in 
lebruaiy 19^ All recruits under training were transferred to 
Ho I Training and Depot Centre, lAMG, Rawalpindi Personnel 
on the strength of the centre were absorbed into the existing authorised 

" F/Z 24529/H{M) 

‘*IAO 2414/ *940 
F/26 7/H(M) 

♦ The following duties of the commandant were Jaid down — 

U) General supervision of Records and Accounts sections and Depot Administrative 
fhl lAMC 

General supervision and co ordination of administration of lAMC training and 
# . ««Pot centres and the training earned out therein 

1 ) Gontrol of all promotions to the rank of VCOs in the lAMC and promotions of 
T*”* r” subedars to higher ranks 
fel penonnel benvecn training and depot centres 

\ } ine ordering from trammg and depot centres of personnel required for newly 
I. „ medical units and reinforcements 

'»F/a64,/H(M) 
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establishments '6 of the remaining three centres. ^7 At the same time 
No. 3 Training and Depot Centre originally at Poona, moved to 
Deolah. The Record Office in Kirkee then moved into Poona as . 
part of the Administrative Headquarters, lAMC. / 

The lAMG training and depot establishments were finally sited 
as follows : — 

No I 
No 2 
No. 3 

Administrative Headquarters lAMG with Depot, 

Record and Accounts Sections 
lAMG, VGOs and NGOs School 

IHC/lAMC ADMINISTRATION 

One IHG battalion was located in each command i.e. No. i 
in Northern No. 2 in Eastern, No. 3 in Southern and 
No. 4 in W'estern (Independent) District. Each battalion had as 
Its normal function the supply of IHG personnel to the medical esta- 
blishments within the command and their administration. With the 
reorganisation of Armies/Command in April 194211 was not possible^S 
to adhere to the existing system of administration, for the growing 
needs of the Eastern Army had to be adequately met. * 9 

It was, therefore, decided that IHG battalions (later designated 
as training and depot centres) should continue to administer their 
former command areas, irrespective of the new boundaries. The 
administrative organisation was as follows • — 

North Western Army (less Baluchistan District) 

Lahore District (Gentral Command) 

Eastern Army 

Lucknow and Meerut Districts (Gentral Command) 

Southern Army, Mhow and Jubbulpore Independent 
Areas (Gentral Command) 

Baluchistan District (North Western Armv) 
oind District (Gentral Command) 


(no. I Battalion 
^No 2 Battalion 
^No. 3 Battalion 
I^No 4 Battahon 


Rawalpindi 

Lucknow 

Deolah 

Poona 

Kirkee 


^^P^^ment letter No 2627/i/DMS i(d) dated 14th 
DMS i(d) Hatpri Government of India, War Department letter No 2627/7/ 

■’ F/” aJwS (M)J 


>8 


(0 

(») 

(in) 


(IV) 


r/2553/H(M) 


There was no IHC battahon m the newly constituted Eastern Army 

live area ^than° Western Army with a smaller administra- 

District * ornier Northern Command and tVestern (Independent) 

bel(mgii!!r'to'^j^os^ f i” Central Command and formerly 

Battalion” FurthpriP j have to be transferred to No 2 

area as well it nr.. i.t u ^ battalion had to continue to administer, Eastern Army 

Eastern Irmy both) (Central Command and 

of new buildings were involved. 
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RECRUITMEVr TO THE IHC L\TER lAMC 

Recruitment to the IHC ^^'ls undertaken by the Army recruit- 
ing organisation Due to the loi\cr standards required and to the 
terms ofseiaacc offered, tlic IHC recruits in the beginning uerc mainly 
drawn from lUiterale classes and were often selected from those 
considered unfit for the other arms of the sers icc It was soon realised 
that the work of the IHC was of a highly technical nature The 
standards, categones, terms and conditions of recruitment were subse- 
quently considerably improved Pnonty had to be given for the 
intake of certain categones of the IHC/IAMC other ranks to form a 
pool to meet emergency expansions of hospitals which frequently 
became necessary due to unforeseen circumstances 

PROMOTIONS, RANKS, PAN AND PENSIONS — IHG 

With the marked increase m the strength of the IHC, additional 
promotions to the VCO ranks had also to be considered The inclu- 
sion of duty jemadar m the war establishment of field ambulances 
gave fair chances of promotion to VCO ranks and greatly reduced 
the number of representations and complaints from the IHC personnel 
serving m India or overseas Promotion to the rank of jemadar was 
open to all sections of the IHC but as a general rule ambulance section 
personnel were promoted The authonsation of a duty jemadar 
for all mvlvtary hospitals of 400 beds and over fnither increased 
the chances of promotion for the nursing section personnel 
In the case of the clencal and stores sections, however, the chances 
of promotion were very limited A notable day for the corps was, 
when in 1942, one of the VCOs, who had joined as a sepoy clerk was 
promoted to a commissioned rank of lieutenant and employed as a 
company officer Soon this was followed by the promotion of one 
at each of the three big centres 

Ranks In September 1942 the authonsed scale m different 
ranks m IHG battalions was as follows — 

One per IHC battalion except No 4 and one 
for IHC, VCOs and NCOs School 
One per training wing of each IHC battalion 
and two for IHC, VCOs and NCOs School 
One per IHC battalion 
Two per IHC battalion 

One per IHC battalion, one for Headquarters, 
IHC, Kirkee and one for the Medical Directorate 
One per IHC battalion 

Authorised for field ambulance and general duty 
m IHG battalion and military hospital of 400 beds 
and over 

Two per IHG battalion (including one for tram 
mg wing of each IHG battalion) 


Subedar major 
Subedar 

jemadar adjutant 
Jemadar education 
Jemadar clerk 

Jemadar quartermas 
Jemadar duty 

Havildar major 


*"SceAl(l) 114/1943 


as amended from time to time 
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Havildar 1 These ranks were held by ambulance and nursing 

jvjaik I section personnel only. All clerical and store 

Lance-naik j section IHG personnel were havildars, grade 1, 

Sepoy J giade II and grade III. 

Pay : The first improvement in pay was made in 1940, in order 
to attract a better type of recruit. Increased rates^-^ of pay were 
authonsed for lORs and NCs(E) and deferred pay at the rate of one 
rupee per month was introduced for lORs. Deferred pay had not 
pieviously been admissible. 

During 1941, the rates of pay of VGOs and lORs were brought 
to the level of the infantry rates, and the IHG derived further benefit 
from this measure.^^ The pay of all NGs(E) throughout the Army 
was also standardised at a basic rate of Rs. 15 per month with 
trade pay in accordance with the group classification and grades. 
Ward servants, a category of NGs(E) peculiar to the IHG, were also 
granted the basic rate of Rs. 15 with trade pay for the three grades 

of category. -3 

In 1942, deferred pay for lORs was increased to Rs. 3 
per month. It was also authorised for NGs(E) at the rate of Re. i 
per month. This benefited all arms of the service, but paiti- 
cularly affected the IHG, with its large number of NGs(E).^‘^^ During 
the year, the pay of lORs and NGs(E) was further increased by Rs. 2 
thus giving sepoys a basic pay of Rs. 18 per month and NGs(E) 
a basic pay of Rs. 17 per month.^S 

The position regarding pay by the end of 1942 was that the 
IHG personnel of the combatant sections enjoyed the same rates of 
pay, defeired pay and proficiency pay as the corresponding ranks m 
the infantry, and personnel of the general section [NGs(E)] had the 
rates applicable to their trade and grade, which were of general 
application. In addition, nursing section personnel, ward servants 
and sweepers were eligible, when employed on certain special duties, 
for extra duty pay at the rate of two annas per day. 

IHG pension rates were also brought up’^s to the level of infantry 
rates in 1942 and a reduction of the qualifying period for pension 
was sanctioned to bring the IHG into line with the infantry when 
the lAMG was established. 

NGs(E) were at one time given ‘ line allowance ’ in lieu of rations, 
but later they were given rations on the combatant scale, and messing 
allowance on the same scale as for lORs 

NCs(E) were not included in any Army education scheme, 
but as exception had been made in the case of ward servants, educa- 
tion allowance on the same scale as for lORs was made admissible 
for them in June 1942. 


-* AI(I) 146/1940 23 AI(I) 289/1941 25 AI(I) 352/1942 

" AI(I) 96/1941, “‘1 AI(I) 221/ 1942 “6^1(1)107/1942 
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The follouing is a summir)' of the cliangcs in the r'ltcs of pay 


authonsed dunng 1940 42 

27 







Pre 

1940 


» 94 i 

1942 



Uar 


(g) 



Subedar major 

(^) 

('») 


250(d) 

250(d) 


Subedar 

105 



130(c) 

130(e) 


Jemadar 

65 



75(0 

75(0 


Hav ildar 

>9 

24 

(c) 

25(c) 

27(0 

(m) 

Isaik 

15 

21 

(c) 

22(c) 

24(0 

(n) 

Sepoy 

1 1 


(c) ^ 

16(c) 

18(1) 

(0) 

Cooks grade I and II 

> 4 ' 


1 

1 



Cook 

*3 


1 




Assistant cook 

10 


(b) 1 

• 5 (h) i 

• 7 (h) 

(k) 

\\ atcr carrier grade I 

12 

1 

1 

i 



Water carrier grade II 

9J 





WW servant grade I 

*3 

18 





W'ard servant grade II 

1 1 

>5 

1 


Ko) 


W'ard servant grade III 

9 

i_ 



J 


W'ashcrman grade I 

>5 

20 





W^asherman grade II 

12 

>7 

j 



(0) 

Suceper grade I 

J2 

(b) 




(o) 

Sweeper grade II 

9 

(b) 

J 


1 


(a) Rank not introduced until April 

‘ 94 * 



(b) New rate of basic pay 

Rs 9 

■ ith quinquennial increments 


of Re I to the tonl of Rs 13 

(c) Plus deferred pay of Re 1 per month 

(d) Includes Rs 50 personal 'illo\vancc 

(c) Annual increment of Rs 10 to Rs 160 
(0 Annual increment of Rs 5 to Rs 100 

(g) Rates brought up to infantry le\el 

(h) Plus trade pay at appropriate rates for different grades, t e — 

Cooks — up to t^velve annas per day 

Ward servants at the rate of t\so, three iiid four annas per 
day 

Washerman at the rate of six and eight annas per day 
(0 Plus deferred pay at the rate of Rs 3 

(M Plus deferred pay at the rate of Re 1 


( 1 ) Extra duty pay — 

Jemadar adjutant Rs 13 

Jemadar clerk ,, 60 

Jemadar quartermastei „ 35 

Education jemadar ,, 32 


(tn) Clerical and stores section personnel were now all havildars in 
three grades (Grade I, II &, III) with grade pay at Rs 60, 50 
and 38 They were formerly paid pay of rank with grade pay 
at rates applicable to other arms 

!*») Nursing section personnel qualified for additional nursing pay 
at Rs 2 after 12 months , Rs 4 after 4 years and Rs 5 after 
7 years 


m 93/1941 118/1941 389/1941, 91/1943 
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(o) Extra duty pay at two annas per day was admissible to peisonnel 
employed on certain special duties. Proficiency pay was as for 
other arms. 

IHCjlAMC 

The formation of the lAMG led to a further improvement in 
the terms of service, chiefly of the nursing section. Pay was consi- 
derably increased and nursing pay up to Rs. 32 per month was 
introduced. Male nurses, qualified for civil hospitals, were recruited 
as jemadars and a special class of educated men was enrolled as 
‘ specialist improvers ’ on special terms. 

Other sections, e.g,, clerical, stores and ambulance, also benefited 
by the introduction of additional appointments of VGOs in medical 
establishments. 

Persons transferred from the IHG to the nursing section, 
lAMG, received trade pay of Rs. 15, 10 and 5 for grade I, II and 
III respectively instead of nursing pay which was Rs. 5, 4 and 2. 

Future recruits were to receive Rs. 18 per month as training 
allowance in addition to the pay of the rank until qualified for trade 
pay which was to be Rs. 60, 50, and 32 for grades I, II and III 
respectively. 

The specialist improvers were to receive Rs. 32 'per month as 
a training allowance in addition to the pay of the rank until qualified 
for trade pay which was to be Rs. 60, 50, and 38 for grades I, II and 
III respectively. 

Appointments with the rank of VGO were introduced on a 
liberal scale into the nursing section and qualified male nurses could 
be jemadars at Rs. 75 per month plus Rs. 60 trade pay; promotion 
to the rank of subedar and subedar-major was also opened to them.“® 

The difficulties encountered in the expansion of the IHG were 
mainly of two kinds — deficiencies and traimng of personnel. There 
had not been a period, with the exception .possibly of a very short 
one prior to the end of 1940, when sufficient personnel in all categories 
had been available at the same time. In some categories of personnel, 
shortages had sometimes been acute. The pre-war strength of the 
IHG was very small. The reserves were immediately called up for 
the mobilisation of field units. Of this reserve only a portion was 
available, the actual number who had reported by i January I94i> 
being 1,317 of the ambulance section and 916 of the nursing. Un- 
fortunately these reservists were not uniformly satisfactory. A large 
number of them was found to be physically unfit for field service, and 
the nursing section personnel were found to be quite ignorant of their 
duties and so much below average in respect of intelligence that they 
could not be trained in a short time. Thus a considerable number 
had to be discharged and a large number employed on static and 
unimportant duties in company headquarters. Soon after, there was 


r/2627/H(M), AI (I) 1 14/1945 
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an acute shortage in many categories of personnel Ivlany of the 
cxpenenced men were sent o\ erseas, and it was difficult to find suitable 
persons for employment in training establishments A ‘milking 
scheme’ was, therefore, introduced to get back a proportion of men 
with pre-war service from the units in the Middle East and Iraq ^9 
Gamson hospitals on a full establishment but without a full comple- 
ment of patients were also asked to spare some personnel to complete 
the establishment of field medical units 

A deficiency of clerical personnel occurred in 1941, and this 
subsequently increased m spite of the reductions effected in war esta- 
blishments Sweepers at various times, particularly m the summer 
of 1942, were in very short supply against large demands Here again 
reductions were effected m war establishments and the supply was 
improved by the tapping of new sources, but there was never a surplus 
To make up the demand for sweepers, these were grouped separately 
into ‘ wet ’ and ‘ dry ’ sweepers The ‘ dry * sweepers could be en- 
rolled comparatively easily but ‘ wet ’ sweepers were most difficult 
to get Washermen and barbers were other categories in which supplv 
had never kept pace with the demand Similarly there were grave 
deficiencies m cooks for Bntish troops Every effort was made to 
cope with the deficiencies in the categones in which they occurred 
by revising and reducing establishments wherever possible, by the 
use of locally engaged civilian personnel in static units and by the 
re classification of surplus personnel m some categones into others 
where deficiencies were most marked But these measures were 
not sufficient, and it was not until the formation of the IHC, VCOs 
and NCOs School m January 1942 that the problem could be 
solved 

Shortage of officers had always been a difficulty, and, in the 
abience of an adequate number of medical officers for all commitments, 
appointments in connection with training had to be filled by 
combatant officers 

On the formation of the lAMG in April 1943, the IHC ceased 
exist, all of its personnel being transferred to the new corps 
War establishments of medical units were completely revised, and 
^^ge increase was made in the number of VCOs, and increased 
Opportunities of promotion for the personnel of clerical, stores, nursing 
^’id ambulance sections were provided 

Provision was also made for direct recruitment as VCOs of 
radiographers, laboratory ass^tawts and male nurses, and the nursing 
cction was made more attractive by the offer of improved terms for 
cenuts of some standard of education 

j. expenence gained the training programmes were 

at PMn*' ^944 ADMS Training had been appomteds® 

^ ^Q. in July 1943, whose duty it was to co ordinate the technical 

”ing m the corps with the basic military training which had to 
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be imparted under the control of the Director of Military Training 
(DMT) GHQ.. Arms training became necessary for the combatant 
sections of the corps. 

Specialist training was introduced and nursing section personnel 
could do special training as mental nursing orderlies, special treatment 
orderlies, or operation room attendants. Graduates in science with 
physics and chemistry were taken as jemadars and trained as radio- 
graphers and laboratory assistants. 

By the middle of 1 944 senior nursing orderlies could appear for 
special nursing examinations, which were conducted by specially 
appointed matron examiners who visited the various selected training 
hospitals. These training hospitals had specially trained medical 
officers who functioned as technical training officers. 

The following figures show the expansion of IHC/IAMG. — 3 * 


Dale 

Strength 

I October 1939 

. 10,010 

I April 1940 

12,152 

I October 1940 

21,305 

I April 1941 

31^365 

I October 1941 

49,011 

I Apiil 1942 

54,390 

I October 1942 

71,729 

I Apiil 1943 

86,268 

I Octobei 1943 

91,312 

I April 1944 ‘ 

1,14,170 

I October 1944 

• 1,32,337 

I April 1945 

1,41,650 

I October 1945 

1,47,100 


Despite the great limitations m training and difficulties in 
obtaining suitable men the IHC/IAMG developed into a very efficient 
and disciplined body of men who gave an excellent account of them- 
selves, both m the forward and base areas. Their devotion to duty 
and hard work won for them 22 IDSMs, 38 MMs, 
2 lOMs, 5 BEMs and 438 Mentions in Despatches. Their high 
morale in the face of extreme danger is very well illustrated by the 
following observation made in a letter 3 - of the officer commanding 
the Hospital Ship Karapara, which was bombed in Tobruk harbour 
on 4 May 1941. 

“ Abroad, xt certainly felt pretty bad. It felt as though the ship was 
repeatedly lifted up bodily and dropped , in addition, flying debris and 
pieces of bombs were a real danger to us all. One lighter calibre bomb hit 
us abaft the funnel and burst between the engines and boilers It wrecked 
sisteis’ cabins, completely wiped out the senior stewards’ cabins 
and the WOs galley, broke all the water connections from the engine-room. 


3‘ Statistical Rev^w of personnel, Army of India, VoL. I and III and Strength Returns 
of the Indian Defence Sennees 
3^ F/6926/H(M) 
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wrecked the steering gear and set the ship on fire With all water connec- 
tions gone, the fire was a serious matter In addition, we did not kno%v at 
the time whether we were sinking or not 

The staff were splendid throughout The RAMC orderlies 

and the whole of the IHG personnel were likewise on the job without 
faltering the whole time The IHC were splendid throughout 

and carried out all orders without the slightest hesitation In fact, they 
seemed to enjoy putting out the fire — at no small risk to themselves — and 
in helping to haul up the ship’s life-boats which had all to be lowered 
when It was expected that w e should have to be beached 

To conclude, I can only say that I could not have had i better crowd 
to work with, either my own staff or ship’s officers ” 
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atmosphere, became more favourable. Later it was finally abandoned 
and the section was also disbanded in August 1943.5 

In pursuance of the recommendation made by the conference 
of AMOs, held in July 1941, and with a view to enlisting the co- 
operation of the provincial AMOs and the medical profession in the 
matter of recruitment, recruitment committees were set up in 
each province, consisting in the major provinces of the surgeon 
general/mspector general of civil hospitals as president, two other 
officials and in the case of interviews of graduates, two graduate 
members of the cm! medical profession, and in the case of licentiate, 
two licentiate members. In other provinces the committee was 
made up of the inspector general of civil hospitals, one official and 
one member of the cml medical profession, graduate or licentiate, 
according to the candidates to be interviewed. 

The functions of these committees were ad^dsory and included 
the following : — 

(I) to give publicity to the terms and conditions of service , 

(II) to bring to the notice of the central committee anything tending 
to discourage or prejudice reciuitment, and generally to make 
suggestions , 

(ill) to inteiAnew candidates for commissions in the IMS. When the 
applications were completed, candidates were called up for 
lntelVle^v by the provincial recruitment committee. Candidates 
selected by the comimttee \veie then issued with provisional 
appointment letters by the provincial AMOs together with 
orders to join for training at one of the training centres 

Cases of the follotvmg categories were, however, submitted to 
the office of the DGIMS for consideration by the Central Selection 
Board : — 

(i) Specialists. 

(n) Candidates possessing higher licentiate qualifications and those 
possessing MBBS of the Mysoie and Osmania Universities and 
foreign medical qualifications. 

(in) Women doctors, 

(iv) Candidates who indicated then choice to serve in the RIN 
and lAF as first prefeience. 

(v) Candidates who had been pieviously rejected for military 
medical seivice. 

(vi) Ex-temporary and short seivice commissioned officeis 

(vii) Candidates over forty-five yeais of age 

(viii) Evacuees. 

On the formation of the lAMC in April 1943, separate provin- 
oal selection boards were formed in each province, as well as m 
Hyderabad, Central India and Bangalore, consisting of the AMO, 


\/fi/39/H(M) 
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or chief medical ofTiccr ts chairnnn, one miiitar) member, one 
member representing the medical schools, prefcnblj a principal, and 
up to three non official licentiates of standing, for the selection of 
suitable medical licentiates for commission in the new corps The 
functions of these boards iverc similar to those of the pro\mciaI 
recruitment committees and the procedure after selection ivas exactly 
similar, except that doubtful eases were referred to the Central Selec- 
tion Board m the Medical Directorate 

A \cry comprchcnswc organisation was thus set up, both at 
the centre and m the pro\ inccs, for the purpose of inducing medical 
men in India to join the armed forces On the whole the organisa- 
tion functioned successfully , although for \ a nous reasons the success 
m respect of the licentiates was not as gratifying as m the ease of the 
graduates This was partly due to the fact that many of them em- 
ployed m the provincial or public services could not be spared for 
military service Also, the increased prospects of pnvatc practice 
dunng the war years attracted some and prevented their offering 
themselves for employment with the Army So far as recruitment 
to the IMS v\as concerned, by i July i94'>, 4,166 graduates had 
volunteered for service and of these 3,432 had been accepted, that is 
24 t? per cent of the total number of medical graduates under forty - 
five years of age registered in India By the same date 2,659 licentiates 
had been recruited for service m the Army, 1,375 to the late IMD(IG) 
^nd 1,284 to the emergency commissions in the lAMC, that is 12 13 
per cent of the total number of licentiates under forty-five years of 

registered in the country In addition to those actually serving 
^th the fighting forces, a large number of doctors were also recruited 
mr other essential v\ar-time services, and in many instances it was 
only the employment of these doctors that enabled other younger and 
physically fit men to be released for duty in the Army medical 
service 6 


recruitment to the IMS 

, Recruitment to the IMS from 1855 onwards, had been made 
j rough a competitive examination held in the United Kingdom 7 
Jnjuly 1915^ the Secretary of State for India decided to discontinue 
nese examinations during World War I Such appointments as 
vere required to meet the urgent needs of the service were made by 
omination by the Secretary of State who was assisted by a selection 
^mittee consisting of six members From 1920 onwards Bntish 
ftcers were recruited by the Secretary of State and the Indian 
appointed by him on the recommendation of the Selec 
which was constituted in India in September igig In 
Kin selection was by interview and officers were appointed as 
gs Commissioned Officers From January 1935, however, Indian 

^ Cra^ stated the material for this Chapter has been taken from A/5/i4/H{M> 
a" ord, D G (1914) 4 fftstoip) 0/ Indian Medical London Thacker 
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officers were granted permanent commissions as Indian Commissioned 
Officers in His Majesty’s Indian Land Forces. Thus in 1939 the 
service consisted of Indian and British Kings Commissioned Officers 
and Indian Commissioned Officers ^ 

On appointment to the IMS European officers were required 
to attend such courses of instruction as the Secretary of State might 
direct either in the United Kingdom or in India, and to pass the 
prescribed examinations. The appointments of the officers who failed 
to attain a reasonable standard of proficiency in these examinations 
or who were considered unsuitable for commission at the conclusion 
of the course were terminated. Up to the end of three years from 
the date of reporting for duty in India, the officer was on probation. 
During this period he was required to pass a retention examination 
as well as the prescribed language test, viz. higher standard Urdu. 
It v/as necessary for him to perform military duty for a specified 
penod m case he wished to be transferred to the civil side. 

Appointment of Indian officers to permanent commissions in 
the IMS was made from among the short service commissioned officers. 
On appointment they were required to undergo a preliminary train- 
ing as general duty officers. Within a penod of two years from the 
date of the grant of a permanent commission i.e. up to the comple- 
tion of the seventh year of total service, officers were required to pass 
a retention examination. An Indian officer not sufficiently conversant 
with Urdu was also required to pass the higher standard Urdu examina- 
tion within this period. A satisfactory report after three years of 
service was necessary before the award of a permanent commission 
was confirmed. 


The Army in India Reserve of Officers (Medical) consisted of 
released temporary or short service commissioned IMS officers who 
had to join the reserve under the terms of their original agreement, 
together with civilian officials of gazetted status and private medical 
practitioners. 9 


With the commencement of the war, the necessity of increasing 
recruitment involved some change m the existing system. On 6 Decem- 
ber 1939, It was decided that recruitment to permanent and short 
service commissions in the IMS and to the AIRO(M) should cease 
for the duration of the war and that the additional medical officers 
required should be recruited by granting emergency commissions in 
the IMS.*° Actual recruitment under this system commenced in June 
1940, and the target was fixed at 100 officers per month During the 
first four months i e June to September 1940, there was no difficulty 
in recruiting the required number from among the applicants who 
had been kept on the waiting lists since the declaration of the war. 
But in subsequent months this rate of recruitment could not be main- 
tained and it became necessary to take other steps to improve the in- 
take of doctors in order to keep pace with the very rapid expansion 
of the Army.” / r r- 


8A/2/i3/H(M) 9A/2/i3/H(M) -oA/s/h/HIM). 


”A/6/39/H(M), A/6/8/H(M). 



THE RECRUITMENT OF MFDICAI OFFICERS \ND TFCHNICIANS IO3 

QUART ERLY FIGURED OF RECRUITMENT 
TO THE EMERGENCY COMMISSION IN THE 1 MS 



PROOREMtVE TOTAL 


The most important initial step was the holding of a conference 
July 194,1, to discuss the question of recruitment to the IMS and 
^^commendations for its improvement This conference was 
attended by eminent members of the medical profession from all parts 
^ country and provincial AMOs Amongst others, the conference 
uiade the following recommendations — 

(1) More publicity should be given to the terms and conditions of 
recruitment with special emphasis on the absence of discrimina 
tion between the terms and conditions of recruitment of the 
Indian and European officers 

(u) Recruitment should be decentralised and recruitment com 
mittees should be set up in all the provinces 

(ui) A Central Advisory Board of recruitment consisting of five 
members should be constituted 

(*v) A minimum gratuity of Rs 2,000 should be guaranteed for 
one year’s service m the Army 

(v) Antedate for professional experience up to a maximum of five 
vears should be granted m addition to eighteen months antedate 
for hospital appointments and higher qualifications 

(vi) A certain number of permanent commissions should be reserved 
for the IMS(EG) officers with approved service 
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In addition to the above, the conference made t\s'o specific recom- 
mendations which maiked a departuie from the previously accepted 
practice viz • — 

(i) Eniolment of 300 civilian graduates for dutv in military stations 
to release commissioned medical officeis for more active em- 
ployment 5 and 

(11) the reciiiitment of gi a dilates ^to the IMS(EC) with liability for 
service within Indian geographical limits only. 

Apart fiom giving effect to the above recommendations the 
terms and conditions of service were improved and important con- 
cessions weie offered from time to time to potential recruits. Further, 
to supplement the IMS general service recruitment the following 
supplementry schemes were adopted : — 

(I) Reciuitment of European doctois to the IMS (EG). 

(II) Grant of emergency commissions in the IMS to the membeisof 
the IMD(BG) who had legistrable qualifications. 

(ill) Recruitment of railway doctors. 

(iv) Recruitment of specialists to the IMS (EG) on special terms. 

(v) Recruitment of women doctors to the IMS (EG). 

(vi) Recruitment of IMS (EC) Class ‘B’ foi ser\ice within Indian 
limits only. 

(vii) Recruitment of IMS (EC) officers for the RIN. 

(vm) Reciuitment of IMS(EC) officeis foi the lAF 

(ix) Recruitment of CMPs (Giaduates). 

TERI^IS AND CONDITIONS OF RECRUITMENT TO THE IMS (GENERAL SERVICE) 

The terms and conditions of recruitment of additional temporary 
IMS officers duiing the war were issued on 10 September 1939.^3 Under 
these terms, officeis weie granted short service commissions 
for periods of five years or for the duration of the war, whichever 
should be less. The rest of the terms were more or less the same as 
for short service commission officers of the IMS, except that the 
outfit allowance, leave, disability and dependents’ pensions and 
gratuities ivcre to be in accordance with the regulations for the 
AIRO(M). 


REVISED TERMS 


Revised terms, changing the basis of recruitment from ‘ short 
sendee to ‘ emei gcncy commissions ’ for the duration of the war and 
for so long thereafter as their seivices might be required, w^ere issued 
on 6 December i939> to which additions and alterations were made 
ftom time to time. These included * — 
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(I) Penod of probation With a view to bringing the terms and 
conditions of recruitment to the IMS(EC) into line with those for 
the Indian Army, the period of probation for IMS (EC) officers was 
raised from three to si\ months on 5 May 1940 

(II) Railway ivarrants and travelling concessions In June 1940, 
in response to a genera! feeling that candidates for emeigency com- 
missions called up for interview and medical examination by the 
DGIMS or the provincial AMOs should not be required to incur 
expenditure on journc)s performed for these purposes, it was decided 
to provide free conveyance on railway warrants, which was changed 
to cash payment with effect from 27 August 1940 This procedure 
was again reversed in January 1943 when railway warrants were issued 
to candidates resident m India for their journey on first appointment, 
and the travelling allownnce admissible was reduced by the cost of 
warrants at public rates Candidates were also issued with railway 
warrants in connection with tlieir interviews and medical exami- 
nation 

(ill) Raising the age limit Normally the age limit was fixed at 
thirty two years About the middle of the year 1940 there was an 
influx of applications from candidates over thirty-two years, who 
were otherwise suitable professionally In July 1940, authonty was, 
therefore, given to the selection boaids to waive the age limit at their 
discretion in special cases It was hoped that the relaxation of age 
limit coupled with wide publicity would attract a sufficient number of 
^cruits to meet the estimated demand However, the IMS Selection 
Board meeting on 3 February 1941, recommended that in order to 
cover special or exceptional cases, the age limit should be further 
raised to fifty years Formal sanction for raising it from thirty-two 
to forty-five years was given on 21 November 1941, with discretion 
w the selection boards to relax it further m individual cases In 
1942, the age limit was reduced from forty-five to forty on account 
^*^^Scd pieponderance of middle aged men in the emergency 
cadre of the IMS , but on closer examination this was not found to 
c so The age limit was, therefore, again raised to forty-five years 
on 21 November 1942 

(iv) Addition to the list of approied qualifications for recruitment 
*5 July 1941, the Government accepted the recommendation of 
e Medical Council of India to recognise the MBBS degree of the 
erad^ Andhra Universities, with retrospective effect The medical 
^ fluates of these universities were thus made eligible for the grant 
commissions m the IMS Later on 16 July 1942, the 
r I^'^ngoon University, and on 9 September 1942, 

01 the Mysore and Osmania Universities were also recognised 

27 Tun^ ^ measure the Government of India also decided on 
Each f admit officers holding approved foreign qualifications 

the however, considered on its ments m consultation with 

the Council of India Generally, these qualifications were 

tion in 1940 and 1941 for temporary registra- 
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It was further decided as a war-time measure to admit candidates 
possessing higher licentiate qualifications to the IMS (EG). Such 
candidates were also accepted for temporary commissions during 
"World ^Var I but were permitted to ser\'e only east of Suez. The 
higher licentiate quahfications which were accepted were announced 
in a press note issued on 8 July 1942, and included the following : — 

(a) Membership of the College of Physicians and Surgeons of 
Bombay (MCP & S) 

(b) Diploma of Medicine and Surgery', Madras (DMS). 

(c) Membership of the State Medical Faculties of the Punjab and 
the United Provinces (MSMF). 

(d) Membership of the State Medical Faculty of Bengal (MMF) 

(v) Nationality of fathers : Initially a candidate whose father was 
of foreign nationality was not recruited. On 28 April 1943, this 
condition was waived, 

(vi) Outfit allowance : The outfit allowance of Rs. 400 was 
raised to Rs, 533 in April 1941, on account of the increased cost 
of material. On ii November 1942, it was further increased to 
Rs, 600 with retrospective effect from i January 1941, following a 
similar increase for officers of the Indian Army, 

(vii) Antedate of Commission : On 28 May 1941, provision was 
made for the grant of antedate of commission not exceeding eighteen 
months in all to an IMS (EC) officer if ; — 

(a) he had held a previous hospital appointment or possessed 
higher medical qualifications, subj'ect to the conditions which governed 
the grant of an antedate of commission to regular officers ; or (b) his 
expenence in the practice of his profession was adjudged by the DGIMS 
to be such as to justify the grant of an antedate. The period of ante- 
date was to count as commissioned service for increments of pay 
and promotion but not for gratuity. 

The question of antedate was further considered by the IMS 
recruitment conference held in Simla m July 1941. This conference 
recommended that an antedate equal to half the number of years 
from the date of qualification to the date of appointment to IMS (EC), 
subject to a maximum of six years, should be granted to candidates 
who were considered suitable. It also recommended that this con- 
cession ‘-hould be made applicable to IMS (EC) officers already in 
scrv'icc. It was, however, finally decided to limit the antedate. 
It was not to be reckoned in periods of less than six months and the 
minimum antedate to be granted was one year, earned by two years’ 
medical practice This concession was to be in addition to any 
antedate which might be admissible to an officer on account of his 
special post-graduate qualifications and special hospital appointments 
except that a period spent in a hospital appointment was not to be 
counted Uvice in reckoning the total antedate admissible. Such 
antedate was to count for pay and promotion on the time, scale and 



the RECRUmiESr 01 MEDICAL OFFICERS AND TECHNICIANS I07 

scnionty in the service A fonml amendment of the terms and condi- 
Dons of scrvace nas accordingly made on 3 January 1942 

On 26 November 1942, it was also decided that m the ease of 
an officer who had received his basic registrable qualifications outside 
India, the penod of professional experience for the grant of antedate 
of commission ^^as rcckonable from the date of registration This 
decision was to have retrospective effect from 21 November 1941 
(viii) Graimi} Before the war Indian officers of the IMS 
could retire on a gratuity of Rs 11,500 after completing one year’s 
permanent service or six years’ service from the date of first appoint- 
ment as short service commissioned officers, up to and including 
their eleventh year of service The amount of gratuity for an officer 
with twelve years’ service and over was Rs 27,500 ‘5 With the 
institution of the emergency commission the basis of gratuity for the 
new cadre on release from Army service was fixed at the rate of one 
months’ total emoluments for each year of Army service , broken 
penods, being reckoned at the rate of one day’s pay for twelve days 
of sen ice The term * pay ’ meant the total of all emoluments 
appertaining to the appointment held, namely basic pay, charge pay, 
specialist pay etc but excluding allowances not appertaining to the 
appointments held '6 

This gratuity was not admissible to officers who might be 
granted permanent commissions, or to those who had a lien on civil 
government appointments, or who might obtain permanent gov em- 
inent appointments on release To compensate candidates for the 
loss of established practice, the following additional concessions were 
• sanctioned on 24 December 1941 (a) Grant of Rs 2,000 to those 

who obtained their basic registrable qualifications before i January 
^94® (b) Grant of Rs 1,000 to others 

{^) Advance of pay An advance of pay not exceeding Rs 300 
'-as admissible to candidates if selected m India, and equivalent 
to two months’ pay if m the United Kingdom The advance was 
coverable m instalments on the basis of one third of an officer’s pay 
W of ctvil goiernment seriants On 20 May 1942, civil 
We servants who were granted emergency commissions and 

Siven^tw rotam a hen on their substantive appointments, were 

overs °P^on to draw pay plus increment at civil rates, and when 
CQuaf service areas in India, a compensatory allowance 

Iks in ? r A P^y» P^^ whichever was 

> s ead of Army rates of basic pay and overseas pay 

^943> the following further amendments were 
(^1 Th^ ^ tind conditions of recruitment of I MS (EC) officers 
toward"? previous commissioned service which counted 

twice in r ^ P^^^otion and senionty in the service would not count 
that antedate admissible (b) A provision was made 

iiccrs who had completed ten years’ full pay service were 
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eligible for promotion to the rank of major. The period of ten years 
included previous full pay qualifying commissioned service and in 
addition any antedate granted under the rules. ^7 

Recruitment to the general service cadre in the IMS (EC) up 
till July 1945 was 2, 601. ‘8 

THE RECRUITMENT OF EUROPEAN DOCTORS TO THE IMs(ec) 

The terms and conditions for the recruitment of European 
doctors to the IMS(EC) were issued on 8 October 1940. These 
provided for the grant of emergency commission in His Majesty’s 
Land Forces, (as distinct from the Indian Land Forces) for which 
only those candidates were eligible who were British subjects of pure 
European descent. The terms were nearly the same as for the Indian 
IMS(EC) officers. Special provision, ‘however, was made for the 
grant of pay for the period of voyage from the United Kingdom to 
India at RAMG rates and for passage concessions as for British service 
officers. The rates of outfit allowance and disability and family 
pensions, were in sterling. The candidates recruited ex-India were 
appointed with effect from the date of embarkation in the United 
Kingdom. In January 1942, these terms were revised and siimlar 
concessions as were given to Indian IMS(EG) officers were incorporated 
therein. 

Under the Registration Ordinance which subsequently became 
the Registration (Emergency Powers) Act 1940, all European British 
nationals in India were required to register themselves for national 
service. This act was followed by the National Service (European 
British Subjects) Amendment Ordinance 1941. Under this Amendment 
Ordinance all European British subjects in India who v/ere registered 
under the Registration Ordinance became liable for national service. 
DGIMS was authonsed to call up all European British doctors resi- 
ding in India for compulsory military service as IMS (EG) officers 
under this ordinance. 

The recruitment of Europeans in India was started in January 
1941, and up to 31 January 1945, 5^ European doctors were 
recruited, out of about 125 who had been registered. About half 
the number of doctors who came under the National Service Act 
belonged to Bengal, Assam and Bihar. From this area only thirteen 
Europeans were recruited. The reason for this unsatisfactory recruit- 
ment was that the majority of these doctors had been classified as not 
available, as their employers did not readily agree to their release. 
In addition, up to January 1945, 114 European doctors were recruited 
in the United Kingdom, while 28 officers had been transferred 
from the RAMG to the IMS. Efforts to obtain more European IMS 
(EG) officers from the United Kingdom to supplement the indigenous 
icsourccs had not proved successful and ultimately reliance had to 

1 Ihc ternu and conditions of scr\icc of the IMS officers which were in operation 
when the war ended are given in AI/(I)274r/i944 as amended from time to time 
■CA/2/56/H(M) ^ 
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be placed on European doctors who had joined the RAMC in the 
first instance and were then detailed for dutv Avith Indian troops in 
India in heu of IMS officers 

THE GRANT OF EMLRCENCa COMMISSION IN THE IMb TO IMd(dc) 

Special terms and conditions of appointment of assistant sur- 
geons of the IMD(BG) to emergency commissions in the IMS were 
issued m June 194.1 These were the same as for private practitioners 
who were granted emergency commissions in the IMS except that 
disability pension was admissible at the Same rate as for permanent 
Indian commissioned officers of the IMS plus scnace clement of pen- 
sion or gratuity under Pension Regulations 

These assistant surgeons were discharged from the IMD on the 
grant of emergency commissions in the IMS but their names were re- 
tained on the promotion roster of the department They were eligible 
for promotion to commissioned rank as departmental commissioned 
officers in the IMD, in which event their emergency commission in 
the IMS was withdrawn and fresh commission in the IMD issued 
In order to ensure that the assistant surgeons IMD(BG) did not 
lose financially on the grant of emergency commissions m the IMS, 
provision was made in the terms of sen icc on i November 194 1, that on 
appointment in the IMS (EC) they would not draw less pay than that 
to which they were entitled at the time of their discharge from the IMD 
Up to 31 January 1945, 201 assistant surgeons IMD(BG) had 
been granted emergency commissions in the IMS ‘9 

a HE RECRUITMENT OF RAILWAY DOCTORS 

Special terms for the recruitment to the I MS (EC) of medical 
graduates employed m state managed and company managed rail 
ways m India were issued on 6 October 1941 These terms"® were 
generally the same as for private medical practitioners except in 
respect of the following matters — 

(1) Transit pay During the transit period t. railway servant was 
granted the rates of pay and allowances that he chew as a railway 
servant on the date of his being relieved of his civil duties 
(n) Passage account Officers who were entitled to concessional passage 
m their railway appointments were allowed to receive these 
(>u) Provident fund and special contributions Provident fund and special 
^®^^^hutions were to be borne by the railway revenues but if 
*fr Department paid any service gratuity to these 

Olliers at the time of their demobilisation, it w as to be credited 
to the railway concerned 

Ov) Terminatiot of service An officer was to revert to lus normal 
substantive appointment m the raih\ i> at any time after the 

cnaofthc^^■^^ 
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Terms and conditions of recruitment of these ^ doctors were 
circulated to all medical graduates employed on the railways. How- 
ever up to 31 January 1944, out of a total of 236 graduates employed 
by the railways only thirteen had joined the IMS (EC). 

THE RECRUITMENT OF SPECIALISTS 

The Government of India decided to offer a limited number 
of special emergency commissions to specialists among the cml medical 
practitioners possessing appropriate post-graduate medical qualifica- 
tions and sufficient experience in certain special subjects. These 
officers ivere commissioned as lieutenants in the first instance but were 
granted the acting rank of major as soon as they held appointments 
in the authorised establishments.®^ 

The initial pay of the specialists appointed in the IMS(EG) 
was Rs. 800 per month with overseas pay if admissible. In addi- 
tion they received Rs. 100 per month as a specialist allowance. 
Other terms were the same as for the IMS (EC) officers. 

Specialists were appointed on the recommendation of the IMS 
Selection Board. The medical category of these officers was required 
to be ‘ A ’ or ‘ B ’. They were exempted from the preliminary military 
training and were not ordinarily available for administrative duties 
though they could be called upon to perform any of the duties of 
a military medical officer. 

Recruitment to the specialist cadre was started in January 
1942. Uptill 31 January 1945, only eighty-seven specialists were, 
recrmted.®® 

The terms for the appointment of specialists to the IMS (EC) 
for service within Indian limits were sanctioned on 9 February 1943* 
But it was not considered necessary by the military authorities to 
recruit them at that stage. 

THE RECRUITMENT OF WOMEN DOCTORS TO THE IMS(ec) 

Owing to the shortage of doctors the Secretary of State suggested 
on 24 June 1941, that employment of women doctors for duty at base 
hospitals on similar terms as for the RAMC, be considered. The 
suggestion remained under consideration for some months and after 
consultation with the Secretary of State in regard to various details 
the scheme for the Women’s Branch of the IMS was announced on 
January 1942. Their terms ®3 and eonditions of recruitment were 
sanctioimd on 8 January 1942, and the service was formally inaugurated 
on 13 February 1942. 

In the initial stages it was decided to recruit women doctors 
having special expenence in oto-rhino-laryngology, radiology, 

See AI(I) 274/1944 as amended from time to time =2 a/2/56/H(M) 

*3 See AI(I) 274/1944 as amended from time to time 
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pathology, ophthalmology and anTCsthctics only This condition 
regarding possesion oi specialist experience by the candidates \vas, 
however, dispensed with in May 1942 

The terms of service were similar to those prescribed for male 
officen. of the IMS (EC) and also closely followed those laid down 
for the recruitment of women medical practitioners to the RAMC 
in India But women doctors were not to be commissioned, though 
they were given ranks equivalent to that of the IMS(EG) male 
officers and were paid accordingly In order to bnng the terms and 
conditions of service issued in India into line with those issued b> the 
India Office in London, it was decided in October 1942, to grant 
emergency commissons to women doctors recruited to the IMS and 
to count their previous service m the RAMC for senionty in the IMS 

iJp to the end of January 1945, 140 women doctors were recruited 
in India In addition 48 had been recruited by the Secretary of State 
in the United Kingdom ““l 

On 28 August 1943, the terms and conditions of recruitment of 
vvomen medical practitioners in the IMS for service within Indian 
limits were also sanctioned No recruitment to this class was, how- 
ever, made 


Recruitment to the ims(ec) class b — service within Indian 

LIMITS ONLY 

IMR ^ cadre of emergency commissioned officers of the 

for service in India only— IMS (EG) Class ‘ B ’—was set up m 
attract medical men whom liability for general service 
and from voluntecnng foi Army service Their terms 

tlip of service vvere issued on 20 June 1942 These were 

general service IMS (EG) officers except that 
R'oulh 1 within Indian limits were offered Rs 150 per 

urom stages and, furthermore, no provision vv is made for 

PrefererT^ f captain , nor were they to be given 

and permanent appointments after the war One hundred 

*^ecruitm bad joined the IMS(EG) — Class ‘B’ when 

ent to this cadre was stopped on 21 December 1943 

IMS OFFICERS FOR THE KIN 

conditions of secondment of the IMS(EC) 
r issued on 18 May 1941 Ihcsc terms were 

ProbiuonT general cadre of IMS(EC) officers except that their 
of ^bey weic eligible for a charge allow - 

Affiled tft "ben m medical cliargc of a ship I hey were also 
^^dition tn Tr allowance at the rate of Rs 2 per day in 

ef 5 pqj. services, fuel and light subject to a deduction 

r cent or the pay 
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Up to the end of January 1945 , twenty-seven officers were 
recruited to the RIN.“5 

IMS OFFICERS FOR THE lAF 

The terms of employment of emergency commissioned officers 
of the IMS recruited for the lAF were issued in February 1942. The 
terms were similar to those for the military cadre except that the proba- 
tion period was one year and officers held air force ranks. 

Recruitment to the lAF was very popular and the supply of 
applicants far exceeded the demand. Up to January 1944, twenty- 
four emergency commissoned officers had been accepted for service 
in the IAF .^5 

THE RECRUlTiMENF OF CIVIL MEDICAL PRACTITIONERS GRADUATES 

In order to relieve the shortage of medical officers and to 
utilise, as far as possible, the services of candidates rejected for IMS (EG) 
on account of age, sanction was accorded on 5 September 1941, to 
the employment of 300 over-age civilian doctors for service in military 
hospitals. These were employed in two categories ; (i) Category ‘ A 
for local service in one military station only, (li) Category ‘ B 
for service within the confines of one mihtaiy district only. 

On 1 1 April 1942, in order to avoid confusion with the categories 
of medical fitness, categories ‘ A ’ and ‘ B ’ were changed to ‘ L ’ and 
‘ D ’, local and district, respectively. 

The original terms were supplemented by further provisions 
regarding pay, charge pay, increments, qualifications for appointment, 
age limit, form of agreement of service, travelling allowance and local 
conveyance allowance, status, accommodation and uniform and were 
issued on 9 December 1941.^6 Total number of CMPs (graduates) 
lecruited up to July 1945, was 502 -7 

RECRUmiENl’ TO THE RAMC IN INDIA 

Befoie Woild War II, recruitment to the RAMC was entirely 
conti oiled by the War Office and undertaken only in the United 
Kingdom. It was restricted to the men of pure European descent. 
On 26 June 1939, the War Office intimated that temporary com- 
missions in the RAMC were being granted to medical practitioners 
between the ages of thirty and forty-five years for a period of service 
of one year in the United Kingdom or three years, with an obligation 
to serve abroad if required On the outbreak of hostilities certain 
British medical practitioners in India had offered their sci vices. It 
was, theieforc, proposed on 20 September 1939, to approach the 
Secrctaiy of State for India for sanction for the recruitment of these 

=5 A/2/56/H(M). 

Government of India, Defence Department lettei No 26-3/41-R (HI) (DGIMS) 
dated 9 Dcccmbci ig}! as amended from time to time [L/7/3/H(M)] 
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practitioners to emergency commissions m the RAMG -8 1 he W'\r 

Office had, however, decided just then that they would not nc^pt 
candidates from India for commissions in the British service ^hc 
question was, therefore, dropped The shortage of RAMG oniccrs 
in India was growing and towards the middle of 1940* officers were 
not available in sufficient numbers to meet the requirements adc* 
quately The War Office agreed on 18 June 1940, to the appoint- 
ment of British candidates under fifty years of age holding qualifications 
registrable in the United Kingdom to emergency commissions m the 
RAMG in India, subject to their medical fitness, satisfactory interview 
and availability for general service Suitable terms and conditions 
of their recruitment were issued on 20 Tebruary 194^ The total 
number of officers recruited in India under these terms was eight 
Similarly there were in India, either resident or practising, 
some British women doctors and it was desired to recruit as many of 
these as possible m the RAMG The War Office agrced 3 ° to their 
recruitment on 11 Jnly 1940, and the final terms and conditions of 
service were issued on 20 February 1941 Based on the War Office 
rules the age limit for these medical practitioners was fixed at forty 
It was, however, found that there were some women doctors who, 
though were over forty years of age, were otherwise suitable for employ- 
ment In consultation with the IVar Office women doctors up to 
the age of fifty years were accepted as CMPs 

Under the Women’s Forces (Officers’ Commissions) Order 1941 
women medical officers accepted for emergency appointments with the 
RAMG could be granted commissions in the Women’s Forces Fhc 
War Office had also agreed on 27 May 1942, to accept women medical 
officers up to forty five y ears of age for the RAMG Up to that time 
only ten women doctors had been employed m Indi 1 m the RAMG 
with military status Of these, nine accepted commissions in the 
Women’s Forces for service with the RAMG while one was unwilling 
The total number of women medical officers appointed to the 
RAMG in India was sixteen In addition, four British women medical 
practitioners were appointed as CMPs 

ALILN DOCTORS 

Ihe question of the employment of alien doctors in the military 
medical services originally arose in January 19 ji, when two Czech 
doctors, then resident in Teheran, offered their services In order 
not to lose their services, especially m view of the grave shortages 
of both IMS and RAMG officers, the possibility of their employment 
m the RAMG was considered The War Office agreed on 30 July 
recruitment of suitable alien and refugee doctors, other 
than those of ^is origin 3 > in the case of Jewish refugees who were 
stateless their former nationality was to be the deciding factor Out 
o a list of sixty five alien doctors who had offered their services in 
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connection with the ivai, forty-six appeared to be suitable for military 
employment. The General Staff (GS) Branch had no objection to 
the employment of twenty-six of these from the security point of view. 
Of these twenty-six, five, being suitable for emergency commission 
m the RAMC, were recruited, but the remaining, being of Axis origin, 
could not be commissioned. It was, therefore, suggested that they 
be employed as GMPs on full RAMC duties. They could thus be 
removed from service immediately if found unsuitable. Terms and 
conditions of their employment as such were accordingly framed and 
finally issued on 22 November 1941.3= 

The age limit for the employment of alien medical practitioners 
as GMPs was fixed at fifty years which was the age limit laid down for 
emergency commission in the RAMC. Even then the services of 
some of these practitioners could not be utilised as they were over 
fifty years of age. It was accordingly decided to waive the age limit 
at the discretion of the DMS in India and the necessary orders were 
issued on 10 January 1942. In March 1942, it was reported that the 
terms of service offered to the alien GMPs were likely to cause dis- 
content among the Indian GMPs. It was therefore decided, on 
23 June 1942, that : (a) all alien GMPs below the age of fifty should 
be taken into the RAMC, (b) the nine over-age alien GMPs already 
m employment should continue in service, (c) no more aliens should 
be appointed as GMPs but those who fulfilled the conditions should 
be reciuited to the RAMC. 

At that time twenty-two aliens in all were employed as GMPs 
on full RAMC duties, of whom fourteen were considered suitable for 
commission in the RAMC. The other seven who were over-age 
could not be commissioned but were retained as civilians under their 
existing terms. The remaining one was found unsuitable and was 
discharged. To satisfy the security considerations in the case of the 
alien commissioned doctors, it was decided that the Medical Directorate 
would keep the GS Branch fully posted with the charge they held. 
The total number of aliens employed as GMPs or commissioned 
officers in the RAMC in India was forty-seven, which included six 
women, 

CHINESE DOCTORS 

On 14 December 1942, the Military Attache, British Embassy, 
Chungking, forwarded applications from eleven Chinese doctors for 
commissions in the IMS. As they could not be granted commissions 
in the IMS on account of their nationality, it was decided to recruit 
them into the RAMC provided they satisfied security considerations. 
Six Chinese doctors were thus commissioned. 

I'HE RECRUIIMENI OF ANTI-MALARIA OFFICERS AND ASSISTANTS 

In September 1941, it was considered necessary to intensify anti- 
malaria measures in military stations. This involved a reorganisation 
of the malaiia control machinery and the consequent appointment 

32 AI(I)345/ic)4i 
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of anti-malana officers and assistants The term^ and conditions'^ 
of the employment or such officers and assistants were sanctioned on 
7 February 19^2 Candidates selected as anti-malaria officers were 
required to undergo a course of training at the Malaria Institute 
of India, Delhi, for a period of four weel^ Those who passed the 
examination at the end of the training were posted for duty to mihtaiy 
cantonments and, as far as possible, were retained m the same stations 
Jiily ^945? twenty-eight anti-malana officers had been recruited 
Graduates in science were recruited as anti malaria assistants 
Preference was given to graduates m zoology Up to the end of 
July 194.5, *^52 RHti malana assistants were appointed Before 
appointment they also had to undergo a course of training, after which 
they were posted to military cantonments for a penod of three years 
in the first instance 



RECRUITMENT TO THE IMD(bc) 

"> 'he military 

medical students under training at government expense With the 
formation of the lAMC the training of military meSS stuSs for 
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the IMD(BG) was stopped but those already under training were 
allowed to continue their studies as stipendary students, and of these, 
twelve were appointed as WOs m the lAMC Special Medical Section 
(SMS) while others were granted commissions in the IMS/IAMC. 

RECRUITMENT TO THE IMD(ic) 

As in the case of the IMS, recruitment to the regular cadre of 
the IMD(IC) was stopped soon after the outbreak of the war. A 
separate cadre called the emergency branch of the IMD was started. 
The terms and conditions^S of recruitment of private medical practi- 
tioners possessing licentiate medical qualifications to this cadre were 
issued on 1 6 November 1939, and recruitment commenced in April 
1940. DGIMS was authorised to recruit 100 candidates every month, 
mainly from among the registered medical practitioners of the licentiate 
class, to be supplemented by calling up civil sub-assistant surgeons. 
Under these terms licentiates were appointed initially in the rank of 
WO class 11 and, if qualified, were recommended to the rank of 
jemadar after five years service in the warrant grade. The initial 
pay of a Wo was Rs. 70 per month. At a conference held in the 
office of the AG in India on 25 June 1940, it was observed that these 
terms had failed to attract recruits. It was, therefore, decided to 
offer the following revised terms — 

(I) All appointments to be made in the rank of j'emadar with an 
additional giant of civil allowance of Rs. 50 per month. 

(II) Candidates possessing higher licentiate qualifications to be 
appointed in the rank of subedar and to draw the pay pi escribed 
for that rank plus civil allowance of Rs. 50 per month 

(ill) Free conveyance in connection with interviews. 

(iv) Similar concessions to be granted to the serving sub-assistant 
surgeons of the provincial medical departments on their j’oining 
for Army service. 

The revised terms of service were issued on 17 July 1940. By 
May 1941, most of the civil sub-assistant surgeons had been called 
up. Considering the number of licentiates in India, which was 
estimated at 27,000 the response from the licentiate medical practi- 
tioners had also been far from satisfactory ; up to July 1941J only 
35 ^ volunteered from that category. A conference of the represen- 

tatives of licentiates and provincial AMOs, held on 23 September 
1941, under the chairmanship of DGIMS, to consider ways and 
means for bnnging up the recruitment to a satisfactoiy level, made 
the following recommendations : — 

(i) Licentiates who volunteered for temporary service in the 
Army should be compensated for the lack of permanency 
and the absence of pensions, such compensation to take the 
form of an addition to the regular pay. 


of India, Defence Department letter No Z-igssi/ifDMSi) dated 
16 Not ember 1939 as amended from time to time [L/6/7/H(M)'] 
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(11) Grant of antedate ^ual to half the number of years of 
pnvate practice subject to a maximum antedate of fi\e years 

(in) Grant of a large number (^f honorary commissions to senior 
members 

All these recommendations were accepted b) the Government 
of India and orders implementing them were issued Further con- 
cessions were also allowed in order to make the service attractive 
These were — 

(I) The designation of sub assistant surgeon was changed to 
assistant surgeon IMD(IC) on 22 May 1941 

(II) The civil allowance of Rs 50 per month was increased 
loan emergency allowance of Rs 125 per month whereb) 
the total initial emoluments of IMD(IC) w^rc raised from 
Rs 125 to Rs 200 

(ill) Antedate jip to twelve months for higher licentiate quali- 
fications, namely MCP and S, MMF, MSMF, DMS, and six 
months in respect of DTM or equivalent diploma, m addition 
to antedate for piofessional experience, was sanctioned, on 
16 December 1941 Antedate for professional cxpenence was 
calculated on the basis of the period from the da(e of 
qualification to the date of appointment and was admissible 
only to those with over three >ears professional standing 
subject to a maximum of five years, and was not reckoned 
in penods of less than six months 

(iv) Period of probation The period of probation of IMD(IC) 
was raised from three to six months on 5 May 1942 This 
change was made to bnng the terms into conformity with 
those for the IMS (EC) 

(v) Age limit The age limit of a candidate for appointment 
to the emergency branch of the IMD(IC) was also raised 
from thirty-five to forty years on 3 September 1942 

(vi) Uniform allowance On 20 October 1942, the free issue of 
personal equipment was replaced by a uniform allowance 
at Rs 150 for the first year and Rs 75 for the subsequent 
years of Army service 

Up to 3 April 1943, ^»375 licentiates were appointed to the 
emergency cadre of the IMD(IG) This number included 727 
pnvate practitioncis and 648 provincial civil sub assistant surgeons 

In addition to these general improvements in the terms and 
conditions of service the following additional schemes were also imple- 
mented to supplement the IMD cadre (1) Recruitment of CMPs 
Utccntiatcs) (n) Recruitment of IMD(IC) from the railwavs (111) 
ccruitmcnt of IMD(IC) for service within Indian limits (iv) 
Hccruitmcnt of technicians 


” 'W/!I(M) P/i/39dI(M) 
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THE RECRUITMENT OF CMPS (LICENTIATES) 

To meet the shortage of assistant surgeons IMD(IG) who were 
urgently required for the raising of medical units, it was proposed to 
employ 300 civilian licentiate medical practitioners in the hospitals in 
India, thus releasing the same number of assistant surgeons IMD{IC). 
The terms and conditions of their employment were issued on 19 
November 1941. They were also employed in two categories ‘A’ 
and ‘ B ’, as in the case of CMPs (graduates), these categories being 
subsequently changed to ‘ L ’ and ‘ D ’ on 6 May 1942. 

The terms and conditions of service were revised from time to 
time, provision being made regarding increases in pay, travelling 
and other allowances and disability and family pensions. 3 ® 

Up to the end of August 1943, 257 licentiates were recruited 
against the target of 300. It was then decided to discontinue further 
recruitment of this class. 

QUARTERLY RECRUITMENT 
OF 

CMP GRADUATES & C M P. LICENTIATES 



Nm India, Defence Department, letter No. 23-40/41-R dated 19 
iNovcmber 1941 as amended from time to time, L/6/i9/H(M) 39 A/2/56/H(M). 
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THE RECRUITMENT TO THE IMD(ic) FROM THE RAILWAYS 

Special terms for the recruitment of sub-assistant surgeons 
employed in state and company managed railways to the emergency 
branch of the IMD(IG) were issued on 29 November 1941 These 
terms were the same as for the provincial civil sub assistant surgeons 
empIo)ed on military duty, except for certain modifications which 
covered the concessions to which these railway employees were entitled 
by virtue of their employment on the railways Yet out of the nearly 
570 medical licentiates on the railways only two joined the IMD(IC) 
up to March 1943 

IMD(ig) for SERVICE WITHIN INDIAN LIMITS 

The terms and conditions of recruitment to the emergency 
branch of the IMD(IG) for service ivithin Indian limits only were 
issued on 20 July 1942 These terms were the same as for pnvate 
medical practitioners recruited to the general branch of the IMD(IG) 
except in respect of the emergency allowance, which was* fixed at 
Rs 75 instead of Rs 125 per month Up to March 1943, thirty-five 
assistant surgeons IMD(IG) were recruited for service within Indian 
limits only 

THE SITUATION AFTER THE FORMATION OF THE lAMG 

It was hoped that the formation of the lAMG in Apnl 1943, 
Would to some considerable extent solve the problem of providing 
medical officers for the \rmy The creation of the new corps had 
the effect of eliminating the distinction between graduates and 
licentiates so far as the Army was concerned It enhanced the 
status of a licentiate from that of a VGO to an Indian commissioned 
officer m His Majesty’s Indian Land Forces The new terms and 
conditions also made considerable difference in the pay, allowances 
of the licentiates Hence, on the formation of the lAMG there 
'vas an immediate and sustained improv ement in recruitment though 
^ot to the extent anticipated This impiovement was well main- 
tained up to the early months of 1944 after Mhich it showed a definite 
nounward trend 

Y . , -^P to July 1945, 1,284 licentiates were commissioned m the 
A.&IC. The number of lAMC (SMS) officers commissioned up 
to January 1945 uas 1,420 


^'*A/6/39/H(\I) 
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QUARTERLY RECRUITMENT TO THE EMERGENCY BRANCH 
OF THE I M D AND EMERGENCY COMMISSION IN THE 

I A M.G 



THE RECRUITMENT OF TECHNICIANS AS WOS CLASS H 


In order to economise in the use of qualified doctors, it was 
decided to recruit technicians for employment on routine medical 
duties m military hospitals. These were employed as compounders, 
radiographers and laboratory assistants and were enrolled as 
WOs Glass II m the IMD. It was the intention that they should 
relieve a large number of doctors who could then be utilised in other 
spheres requiring expert knowledge. The terms and conditions for 
their recruitment were issued on 20 November 1941. The first batch 
of technicians was appointed m January 1942. 

In June 1942, it was realised that the laboratory assistants 
iccruited up to that time were not of a type suitable to fill responsible 
positions and would never be fit to replace assistant surgeons IMD(IC) 
m independent charge of a laboratory. Consequently recruitment 
to this cadre was stopped. With regard to those already in service 
enquiry was rnade as to whether they would be prepared to serve as 
compounders in the same rank, in the event of their being considered 
suitable for such employment. Those who were not so willing to 
sen'c were to be discharged from the service. 


It was also considered that if the radiographers then recruited 
were of the same type as the laboratory assistants it was very probable 
that they too would not be capable of holding responsible posts m 
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sub charge of X-ray plants Therefore, these were brought before 
a selection board, consisting of a specialist m radiology and one other 
IMS officer, after their prehminwy training, to determine their 
suitability or otherwise for the post of radiographer Those selected 
Here given a further training of two months 

As regards compounders, although some of these men 
had played an important part in the establishments of the 
civil hospitals, in running dispensanes, assisting in operating rooms 
and in operational dressing etc , > et they could not adapt themselves 
to the military machine Hithout preliminary training and instruction 
The question of recruitment of a better type of candidate on 
improved terms for appointment as laboratory assistants and radio 
graphers was taken up again and the revised terms lor their recruit- 
ment were issued on i January 1943 Under these terms only science 
graduates of recognised universities in India and holders of the senior 
diploma of the Mayo College Ajmer were eligible for appointment 
They were appointed as WOs class I on a pay of Rs 100-10-130 
per month plus other allowances In other respects the terms of 
service remained the same 

With the formation of the lAMC these personnel were transferred 
en bloc to the new corps Up to that time 312 compounders, forty- 
two laboratory assistants and ten radiographers had been recruited 


CONCESSIONS GRANTED BY THE PROVINCIAL GOVERNMENTS 


The provincial governments granted certain concessions to 
medical men employed under them who volunteered for service in 
the Army with a view to giving impetus to recruitment Some of the 
more important concessions were — 

(1) Grant of hen on the civil appointments in the case of perma- 
nent government servants 

(ii) Confirmation of probationers either on completion of 
period of probation or on the occurrence of substantive 
vacancy 

(ill) Military service to count for pay, promotion, and pension 
in the civil departments 

(iv) Permanent recruitment to the provincial cadre to be sus- 
pended dunng the war 

(v) Preference for permanent appointments in the provincial 
cadre to be given to those with approved militarv service 


PUBLICITV AND PROPAGANDA 


The success of the measures to promote recruitment to the 
mUrtary medical services depended largely on the schemes of pubhcitv 


See Govemmem of India War Department letter N<i 
I Jatiuaf> 1943 [L/G/2 o;H(M)] 
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and propaganda which were then instituted. Advertisements were 
inserted in the professional and lay press, information pamphlets were 
widely distnbuted and press notes were issued from time to time. 
Broadcasts through the All India Radio were given and films showing 
the working of the medical seriuces m the Army were exhibited. 
Personal letters from the DGIMS were sent to all the licentiates and 

to the newly qualified graduates.'^s 

^^SITS TO SCHOOLS AND COLLEGES BY MEDICAL OFFICERS 

In 1942 it was estimated that there would emerge some 600 
new graduates and 900 licentiates from the colleges^^ and schools. 
In order fully to exploit this source it ivas proposed to send to each 
medical college or school specially selected officers who had graduated 
from the institutions concerned and who held regular or emergency 
commissions in the respective services. These officers were expected 
to contact, as unofficially as possible, students who were undergoing 
their final examinations and to persuade them to join the Army. For 
this purpose the necessary Government orders were issued in October 
1942. 


GRANT OF STIPENDS TO FINAL YEAR MEDICAL STUDENTS 

At the same time another scheme, under which militaiy cadre 
were formed in colleges and schools for such students as agreed, at 
the commencement of their last year of study, to join the Army on 
obtaining their degree, -was taken in hand. A monthly stipend of 
Rs. 100 was awarded to those studying m colleges and Rs. 50 
to those studying in schools, provided they agreed to join the Army 
after obtaining their degree or diploma. 

PROPAGANDA TOURS 

With the formation of the lAMG a fresh publicity campaign 
was started. Selected hcentiates of standing and influence were 
appointed for propaganda work m the provinces of Madras, Bombay, 
Bengal, United Prownces, Punjab, Bihar and Assam on a remunera- 
tion of Rs. 800 per month with first class travelling and daily 
allowances. Suitable prominent hcentiates were also engaged in all 
prownces for short recruitment tours, limited to one or two weeks, 
in the areas in which they had influence. They were paid Rs. 15 a 
day and fii'st class travelhng allowance. 

ATTACHMENT OF lAMC OFFICERS WITH PROVINCIAL AMOS 

Serving hcentiate officers of the lAMG were attached to the 
offices of the prowncial AMOs for supplementing the work done by 
non-official recruiting officers. Two such officers were assigned for 
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duty in Bengal and Bombay each, and one in each of the 
remaining provinces except Assam These officers were attached for 
a period of three months m the first instance and their appointment 
extended to six months if necessary About forty such officers 
ivere thus employed 

VISITS TO THE ARMY MEDICAL TRAINING CENTRE 

AVhen the first flush of enthusiasm for the new corps began 
to wane other methods of stimulating reenutment were adopted 
After March 1945, newly qualified doctors and final year students 
of the medical colleges and schools, in batches of not more than sixty, 
were invited by the DMS each month to vi^t the Army Medical 
Training Centre (AMTG ) The visits were for four days, extendable 
up to SIX days The visitors were given three second class fares each 
for the journey, free transport while at the AMTC, and free 
accommodation and messing The object of these visits was to 
enable the students to have actual experience of the ad\antages 
they were likely to gam by a penod spent in military service 

In January 1945, a special issue of the Indian Medical Journal^ 
the Journal of the All India Medical Licentiates Association, was 
published which contained full information concerning the terms and 
conditions of service in the lAMC and also special messages from high 
officials and leaders of the medical profession <6 


A/6/39/H(M), F/ 8 ooi/ 307 ;H(M) 
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CHAPTER IX 


Medical Aspects of Recruitment 

RECRUITING MEDICAL OFFICERS 

Before September 1939, the medical examination of .recruits 
was carried out by eight RMOs located at Rawalpindi, Lahore, 
Jullundur, Delhi, Poona, Kohat, Lucknow and Ajmer. The appoint- 
ment of officers of the medical services specially trained in the 
examination of recruits had been originally introduced, as an experi- 
mental measure, in 1927' and was sanctioned as a permanent measure 
in 1930.^ These RMOs toured their respective areas with the 
assistant recruiting officers (AROs) but in certain stations where 
special RMOs were not available, recruits were examined by 
officers of the IMS and the RAMC or by the civil surgeon or 
the civil assistant surgeon appointed to act as civil surgeon .3 
Recruits from the Indian States were examined by RMOs or by IMS 
and RAMC officers who were paid a fixed fee of Rs, 5 by the 
state concerned for each examination, subject to a maximum of 
Rs. 20 per day.'l^ To meet mobilisation requirements it was 
decided in January 1938, that forty officers of the AIRO(M) should 
be trained in the duties of a RMO. Headquarters Distncts and 
Independent Brigade Areas were asked on 13 January 1938, to select 
suitable officers and to begin their training as early as possible. This 
training was carried on throughout 1938. On 21 November 1938, 
the total number of RMOs required was fixed at forty-eight full- 
time and thirteen part-time .5 Recruits passed fit by any of these 
lecogmsed medical officers, if otherwise approved, were enrolled or 
engaged without further examination. 

Immediately on the outbreak of war AIRO®(M) as they 
became available, were posted to the fast expanding recruiting 
organisation. By the end of September 1939, these officers had 
reported for duty and the number of RMOs had increased from eight 
(peace-time strength) to forty-eight in the course of a month. Addi- 
tional medical officers from this source were also posted to the technical 
recruiting branch of the recruiting organisation . 7 

The need for additional RMOs had, however, to be balanced 
against the need for medical officers for India’s rapidly expanding 


’ AI(I) B«8o/i 927 as amended by coirigendutti No 4., dated 22 November 1927 

7 dated 4 September 1928 and Appendix I, item 14 of RMS (I), Rectg Regs Part I 
(Peace) Appendix II 
= AI(I) 62/ 1 930 

3 Rectg Regs Part I (Peace; Para II 
^ RMS{I) Para 270 (m) 

3 r/Z-i7425/H(Mj 

^ Rectg Regs (W ar) para 6 

7 Rccig Regs Pan 11 (War) para 15 (N) 
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field fornnUons and Jt uas dillicuU lo ipirc iii) more medic \1 ofiicm 
Spccnl measures were, tlicrcforc, introduced to pro\idc medical officer* 
for the recruiting organisation The technical rccniuing officer (TRO) 
and assistant technical recruiting officers (A I ROs) made considerable 
use of their authority to employ pri\ ale medical practitioners,^ who 
were paid a fee of Rs 5 for c ich examination, subject to i inaMinum 
of Rs 20 per da), for ill the sen ices rendered to the mditaia 
autbontics 

The Director of Recruiting (D of R), fulls ipprcciating the 
manpower difficulties of the DMS, tried to put his demands for rniht \ty 
RMOs at the lowest Icscl Ncscrthclcss, the expansion of the Indian 
Arm) msolvcd a large recruiting programme ssith a considerable 
expansion of recruiting areas, so that man) more RMO>» were required 
B) September 1940, their total number had risen to iicarl) eight times 
that of the peace-time figure This was, however, onl) the beginning 
and from time to time further demands for RMO:* were made which 
were met b) the medical authorities on demand, but with increasing 
difiicuU) 

In April 1941, the C-in G decided that the arc is of recruitment 
should be greitl) enlarged Consequent!), the recruiting organisa- 
tion was overhauled to enable the recruiting staff to carrv out more 
intensive and prolonged touring and to maintain much closer liaison 
uith the civil authorities and mihtar) formations than had hitherto 
been possible This re-organ is at ion involved an increase m the 
recruiting organisation of thirt)-two recruiting officers (ROs) and 
AROs and fourteen RMOs, which, with other demands that Ind been 
met periodically since September 1940, raised the total number of 
militar) RMOs to ninct) five at the beginning of Ma) ipji ^ 

The DMS represented to the AG that the loss of ninct) -five 
alert and physicall) fit officers was a serious one and suggested that 
a committee be fbrtncd to review^ all means of restoring the military 
RMOs to the medical services This committee could at the same 
time examine all future demands for RMOs, which had till then been 
n^t by the DMS He also suggested that administrative medical 
officers of commands and districts should be given specific authont) 
to inspect the work of RMOs and to report whether they considered 
recruiting centre to be excessive or inadequate 
Although the AG did not agree to set up the proposed committee 
he consented to the issue of orders covenng all the other points 
raised by the DM& Consequently instructions were issued to all 
conima^s and to Western Independent District on 6 June 1041, 
to the eiTect that the ADsMS of districts should in future keep in closer 
touch with the medical aspects of recruiting than had been the 
practice in the past and should be responsible for — 

(i) investigating all medical matters relating to recruiting, 

**«93*/ by Cornqendutn No 19 of October 
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(ii) advising on all medical technical points, and 

(m) reporting departmentally to higher authority when they 
thought that improvement could be introduced in such matters. 

They were to assure themselves that RMOs performed their work 
efficiently, and that recruiting districts were neither over nor under- 
staffed by medical officers. The ADsMS were also required to recom- 
mend how far the civil medical organisation could, if so directed, relieve 
the Army of recruiting medical duties. Thereafter all applications 
for the appointment of RMOs were to be made by ROs to the GOG 
of the appropriate district, who was to satisfy himself that the posting 
was necessary.'® 

Similar instructions were issued at the same time from the 
Medical Directorate on 7 June 1941, to DDsMS Commands and 
ADMS, Western (Independent) District. All ADsMS were asked 
to report through normal channels what savings they considered 
possible in the establishment of RMOs in their districts. ADsMS 
were also required to report how far the existing staff of RMOs 
could be replaced by medical officers of a lower medical category, 
and to what extent, in their opinion, the civil medical organisation 
in their districts could relieve the Army of recruiting medical duties. 
In the course of this investigation DDMS, Southern Command sugges- 
ted the discontinuance of the practice of medical officers accompanying 
AROs on their tours and the introduction of centralised medical 
examination of recruits at the recruiting centres, military hospitals 
or training depots. Such a system, he said, would reduce the number 
of medical officers employed on recruiting duties by two-tlurds The 
recruiting authorities in the Southern Command were, however, 
opposed to these changes. They argued that under the proposed 
system recruits would have to travel long distances ; men enrolled 
by recruiting officers and subsequently rejected on medical examina- 
tion on returning home would not admit that they had been rejected 
on medical grounds, but would say that having tried the Army they 
found it uncongenial, and would thereby harm recruitment. They 
further contended that the scheme would reduce recruiting by 30 
per cent. ' ' The recruiting authorities at GHQ, held that such schemes 
were impracticable in war time as they involved back-railing, time 
lag and incomplete fulfilment of demands due to the medical rejections 
which could not be foreseen. Recruitment had to proceed on a 
broad front to procure the necessary number of recruits in the time 
required. This entailed all the AROs working simultaneously and 
AROs could not recruit satisfactorily unless a medical officer was 
always available. Headquarters, Northern Command suggested 
that a readjustment of the duties of RMOs in certain recruiting areas 
could save a number of medical officers. Quoting the example of 
Lahore and Jullundur, they pointed out that the number of recruits 
actually examined by each RMO daily during the previous six months 
was 16 and 14 respectively. 
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These figures corresponded to the avenge mTintained through- 
out Indta at that time, but this average uts filling markedly as the 
number of inexpenenced RMOs increased The duly average uas 
far too lou The medical authonucs at GHQ, pointed out that v>ith 
individual examination a normal limit of forty recruits per day per 
medical officer for a six hour da> was set in 1916 A maximum of 
eighty per day m an eight hour day was as much as an average 
RMO could do with any accuracy in a full examination A skilled 
RMO might do 100 per day with full clerical assistance in the taking 
of measurements, weights etc Moreover Headquarters Northern 
Command, suggested the appointment of one senior recruiting medical 
officer (SRMO) at Lahore and one at Jullundur, and the -withdrawal 
of all other military RMOs to the command The two SRMOs 
ivere to function in a controlling role, to take orders from the ADMS 
on the policy to be followed, and to be responsible for the uniformity 
of standards of examination and occasionally visiting outstation 
centres They were also required to examine all recruits at the station 
headquarters On the ivithdrawal of the military RMOs the ci\il 
authonties were to be asked to order assistant surgeons in charge of 
civil hospitals and sub assistant surgeons in charge of rural dispensaries 
to carry out the examination of recruits for the Army This scheme, 
however, was not developed at that time 

The investigation further revealed that under the existing system, 
since a medical officer was required to accompany the RO, TRO, 
or ARO, the scope for any reduction m the number of RMOs wis 
limited Medical category ‘ A ’ RMOs could be replaced by lower 
category medical officers but opinion on the subject of employment 
of civilian doctors as RMOs was divided In view of the progressive 
shortage of medical officers, it was, however, decided that military 
RMOs would be partially replaced by civil sub assistant surgeons 
with a consolidated allowance of Rs 75 m addition to their civil pay 
This step was not sufficient to meet the demand for RMOs 
and in June 1942, it was decided that the services of assistant surgeons, 
sub assistant surgeons of the provincial medical departments and 
private medical practitioners holding the minimum qualifications for 
a sub-assistant surgeon might also be utilised, when necessary, for 
the medical examination of recruits Pnvite medical practitioners 
holding the minimum qualifications of sub assistant surgeons were 
to be paid a fee of Rs 2 per recruit subject to a ma-ximum of 
Rs 10 per day 

Later, sanction was obtained for the employment of ‘ rural ’ 
®fi^cers wath licentiate qualifications, on the basic pay admis- 
sible in the district board or local body concerned with a consolidated 
allowance of Rs 75 per month, plus rent free quarters or suitable 
house rent in lieu 

In ig 44 > steps were also taken to utilise the services of sub- 
assistant surgeons of the Burma Subordinate Medical Department 
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who had been evacuated from Burma in 1942. They were employed 
on the same terms'^ as for the provincial sub-assistant surgeons men- 
tioned earlier. '6 

Later on it became obvious that further measures were neces- 
sary to increase the number of RMOs and in November 1944, GMPs 
graduates and licentiates were also employed by the recruiting 
organisation. ^ 7 


Avoage number of RMOs employed during 1940-45’^ 


Date 

Number of RMOs 

Military 

Civilian 

Total 

Septembei 1940 

61 


61 

May 1941 

95 


95 

Novembei 1942 

77 

122 

199 

Septembei 1943 

88 

139 

227 

5 ? ^944 

109 

184 

293 

.. 1945 

139 

164 

303 


SRMOs 

The standard of medical examination in the beginning was 
not uniform One experienced medical officer in each area was, 
therefore, appointed as SRMO to provide experienced supervision 
of the work of all RMOs. The SRMO v/as responsible for co-ordi- 
nating medical policy, training medical recruiting staff and advising 
RMOs on the medical examination of recruits for the various categories 
of the Indian Army. He also acted as medical adviser to the AROs, 
and made the final decisions on all questions of medical fitness. He 
was also required to submit monthly returns covering all recruiting 
examinations in his area and to scrutinise all cases rejected on medical 
grounds. It was suggested that the SRMOs should be granted the 
acting rank of major, but as the proposal was based on status and not 
on the responsibilities involved, it could not be accepted, and a 
compiomise was reached by granting them the local rank of major. 
However, with the large expansion of the recruiting medical organisa- 
tion and consequent increase in the responsibilities of the SRMOs, 
the proposal to grant them acting rank of major was revived, and in 
July 1944, all SRMOs with twelve or more RMOs working under 
them were promoted to this rank . '9 

FILTER MEDICAL OFFICERS 

It had been hoped that the appointment and promotion of the 
SRMOs would improve the standard of medical examination, but 

■'•.Seepage 116 '6 A/6/42/H(M) >7 F/i776s/H(M) 

■8 See also Appendiv XVI 19 F/Z-i 7425/H(M) 
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sro 

or the tecrartmg medical staff” But tltc ptogtesttvely detenorafang 
standard oC recruits, and tlie increase in the number of inexpenenced 
medical officers employed on recruiting duties, demanded immediate 
revision of the recruiting policy It was obviously undesirable that 
"xn unfit recruitj possibly even deformed or paralysed beyond all 
hope of making a useful soldier, could not be re-examined on amval 
at his depot by a medical officer except at the request of the depot 
commander The procedure of medical board in such cases ^vas 
tardy Hence the system of the ‘ Second Filter ’ was instituted uhich 
involved the employment of fifteen whole- time and tivo part^ime 
IA\tG officers at the recruit reception c imps (RRCs) ” The ‘ Filter 
Medical Officers * worked under the direction of the SRMO of the 
area, who, from information provided by them, was able to keep a 
careful check on the standard of medical examination earned out bv 
the RMOs 


AbMINlSTRAriON t>T RMOS 


Originally the RMOs vs ere appointed by the DBMS of the 
command concerned and were borne on the strength of the local 
IMH They were administered by the officers commanding the 
hospitals through their respective SRMOs This arrangement 
was not satisfactorv as, for example, a RMO working in Campbellporc 
came under the administrative control of the officer commanding 
GMH Gampbellpore through the SRMO who was in Rawalpindi 
Another defect ^\'^s that the mhng was not comprehensive enough 
to include the civilian doctors employed in reerviiting work, ns these 
ordm related only to such staff as was borne on the strength ol the 
IMH It was also felt that while the DMS was ultimately responsible 
for the work of all the medical officers employed, yet logically, the 
rccniumg organisation was immediately respomibk Hence it was 
considered desirable that RMOs should be placed under the immediate 
adimmstntue control of the SRMOs who would be on the staff of 
lie r^nimng organisation and would approach the DMS through 
IT. ^ questions of medical 

^^cess to the local ADMS through 
the """^Sestions were accepted bv all concerned and 

-^dimmstration of RMOs thus passed into the hands 
11 recruiting orgamsaiion The instructions mcorporatinff the 
iboic suggestion., ivhich iscre n.ully issued on e6 refirunn lOM 
.Iso specified thil ,11 nuhim md cilil RMOs ssoiild heSrth'fe 


^ nw«h«ribui,.», or I ilirr Mrtl.cal 0/I3cr„ „ s,%rn 
RM Irntmcnmy, „ ^/Z iCyai/fnVf; 


VppentUx VV H 
J r/Z-i7423/ll(M, 
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borne on the strength of the appropriate recruiting ofRce and that 
the SRMO would submit all strength returns and reports etc., to 
the AG’s Branch, Medical Directorate, through the RO and the 
D of Rwith a copy to the ADMS concerned. In the case of civil sub- 
assistant surgeons and private medical practitioners, the SRMO 
could approach the civil authorities concerned through the RO. 
Once a medical officer had been posted to the recruiting organisation 
he was on no account to be removed without prior reference to GHQ,. 
The ROs, however, could transfer RMOs within their recruiting area 
without reference to any higher authority.-'^ 


PHYSICAL STANDARDS OF RECRUITS IN INDIAN ARMY 

During peace physical standards and age limits for recruits 
to the Indian Army were laid down in Rectg. Regs India (Peace) 
Part I, 1939, Section V, paras 35 to 39 and Appendix IV, and are 
reproduced in the Table opposite. 

The ROs were responsible for checking the measurements and 
assessing the apparent age, intelligence and mental suitability of 
recruits, while RMOs weie responsible to the RO for judging the 
physical fitness, development and identification marks of the recruits. 
The ROs could enrol reciuits between the ages of sixteen and 
eighteen (except MT drivers) provided they were satisfied 
that such recruits would attain the prescribed physical standards 
by the time they reached the age of eighteen years. Subsequently, 
phy'sical standards®^ had to be lowered to maintain the flow of 
recruitment. This relaxation was most marked during the peak 
period of expansion (1941-42), and in fact, followers were accepted 
legardless of their physical standards provided they were considered 
physically fit for the work for which they were lequired. Apart from 
lowenng the prescribed standards some other relaxations were also 
permitted : — 

(1) Unde) weight : In August 1943, ROs, TROs and officers 
commanding units, ivho had enrolling powers, ivere authorised to 
accept recruits whose weights were not more than five pounds below 
the minimum weight laid down for their particular category. This 
Mas allowed only in cases w'here, in the opinion of the enrolling 
officer, the lecruits weie likely to attain the minimum M^eight standard 
in ffiree months from the date of enrolment. At the end of this 
period an extension of one month could be allowed on the personal 
recommendation of the officer commanding the local IMH.“8 Recruits 
^s'ere accepted under the Labour Department Technical Training 
Scheme if the enrolling officer considered that they would attain the 

1'/Z-i 7425/H(M) “6 Rectg Regs India, Part I (Peace) Appendix III 

-7 The confusing mass of directnes and orders concerning the medical examination of 
recruits was finally consolidated for easy reference in AI(I) 856/1945 which replaced 
all previous lAOs and AIs(I) on the subject 
-3 lAO 1666/1943 



Table sho er of the Indian Army *5 
Note Re O is satisfied that they mil 


Army Indian Army 

y Corps Ordnance Corps 
C) (lAOC) 



i 

1 

Inch 

Lbs 

Ft 

In 

Inch 

Lbs 

Punjabi Musa^^l 

”5 

5 

5 

334 

Its 

Hindustani M 

1 

33 

112 

5 

5 

33 

112 


Pathans 
Hazarawals [ 



Madras Qass^ 
Mahraitas ^ 
Gurlihas i, 


5 4 33 


"5 
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minimum regulation weight within four months of the date of enrol- 
ment or the commencement of traimng whichever was earlier This 
period could be extended to six months on the recommendation of 
the medical officer in charge of the enrolled trainees Recruits who 
failed to reach the prescribed standard \vithin the period laid down 
were either transferred to some other corps, for which they had 
attained the required physical standard, or were discharged 

(ii) Age The minimum and maximum age limits for com- 
batant recruits were altered from sixteen and twenty-five years to 
seventeen and a half and twenty-eight years respectively in July 1941 
In June igp, the maximum age was raised to thirty, but in 1945 
the age limit of twenty -five years was reimposed Relaxations were, 
however, permitted to allow the recruitment of older men for various 
technical, clerical, sedentary and non combatant duties Minimum 
age limits were also relaxed for such trainees as were likely to attain 
the prescribed age before completing their trainings'* Xhe minimum 
age for boys was fixed at sixteen years The upper age limit m the 
Auxiliary Pioneer Units was raised to thirty-five years at the discretion 
of the recruiting officer if the recruit was otherwise suitable in all 
respects 

(ill) Visual standards Vision testing for recruits to the Indian 
Army was earned out by means of the Test Dot Card (IAFM-1219) 
up till March 1945, when the use of the ‘ Test Type Distant Vision, 
Army Pattern, and ‘ E Chart for illiterates ’ were introduced 
Detailed visual standards for all categones and trades were also 
introduced for the first time The use of spectacles by technical 
personnel recruited for employment in workshops was permissible^* 
provided that vision when so corrected was adequate for the duties 
involved This ruling was later extended to clerks also 

(iv) Physical defects As early as 1941 enrolling officers vvere 
authonsed to pass certain minor defects, after consulting the medical 
staff, where it appeared that the recruit was well proportioned, of sound 
physique and capable of carrying out the duties required of him 
Condonation of minor degrees of the following defects or diseases 
was also authonsed^^ otitis media and other ear diseases , knock 
knee , curvature of spine , small hydroceles , vancoceles and bubo- 
noceles , varicose veins , enlarged spleen , mild degree of vanx , 
hammer toe , stammering , squint , and defective vision 

(v) Venereal diseases The Deputy D of R Poona, suggested 
in October 1942, that if recruits suffering from fresh attacks of 
gonorrhoea could be accepted and treated before starting their 
training it would involve a great saving of manpower This 
suggestion was given a tnal for four months It was, however, 
found that the conservation of manpower by the suggested scheme 
was neghgible The sanction of beds for recruits suffering from attacks 
of gonorrhoea was, therefore, withdrawn 

*9 lAO 588/1945 30 Rectg Regj Part I (Peace) 3 * lAO 588/1945 

3 * lAO 555/1942 33 lAOs 851/194* 1441/1942 6/S/1944 588/1945 AI(I) 856/1945 

34 F/6536/H(M) 
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(vi) Deworming of ucruits . It had long been known that hook- 
worm infection was one of the principal factors causing poor physique, 
anaemia etc., and that it retarded the development of recruits during 
their training despite improved diet. Detailed instructions for the 
deworming of recruits were, therefore, issued. As this infection was 
particularly severe among the Gurkhas and the South Indian recruits, 
orders were issued that all recruits in the Gurkha training battalions 
and No. 3 (Madrassi) AATG Battalion would be dewormed. Such 
recruits at other training centres and battalions as showed symptoms 
of anaemia, disorderly action of the heart, mental slowness and failure 
to improve and put on weight on extra rations and shark liver oil 
would also be dewormed. The investigation conducted at IMHs 
Abbottabad, Rawalpindi, Shillong and Jubbulpore showed great 
improvement in the condition of recruits thus treated. 

(vii) Skin diseases : It was suggested by ROs that certain 
recruits suffering from minor skin ailments {e g., ringworm and other 
skin diseases) rmght be enlisted and undergo treatment in RRCs. 
The medical authorities agreed to accept recruits suffering from minor 
skin diseases likely to recover quickly under treatment. Similarly, 
recruits suffenng from minor septic conditions and wounds which 
were not widespread or which did not constitute massive contagious 
skin diseases could be enrolled. It was, however, insisted upon that 
intractable skin diseases, including ringworm, should be a definite 
bar to enrolment. 3 ® Potential recruits suffering from scabies were also 
enrolled and sent for treatment, but this concession applied only in 
cases where the recruit was well above the minimum physical standard, 
and the border-line cases were rejected. 

(viii) Dental conditions : Each sound incisor, canine, premolar 
and under-developed third molar was counted as one ‘ point ’ and 
each first molar, second molar and well developed third molar as two 
‘ points ’. The minimum number of dental ‘ points ’ required was 
eleven. The relative position of sound teeth to ensure efficient 
mastication was an important consideration. 

(ix) Vaccination and protective inoculations Existing regulations^^ 
laid stress on vaccination and inoculation of recruits immediately on 
enrolment. It was felt, however, that this protective treatment 
frightened away many potential recruits. Instructions were, therefore, 
issued that recruits need not be inoculated until they had finished one 
month’s training. In 1944, this relaxation was cancelled because 
several serious outbreaks of small-pox and enteric fever had occurred 
among recruits who were unprotected or inadequately protected. 

MASS MINIATURE RADIOGRAPHY 

In August 1941, the suggestion was made to institute mass 
miniature radiography for recruits. Although X-ray examination of 

35 r/Z- 23257 /H(M), lAOs 580/1941 1839/1944 36 a/ 6 / 42 /H(M) 

37 RMS(I) Paras 471, 483 38 f/24oio/H(M) 39 A/ 6 / 42 /H(M) 
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the chest of all recruits would have been ideil yet it had not been 
possible to make the necessary arrangements for the examination of 
approximately 45,000 recruits per month In the beginning of 1944, 
it was decided to start a mass radiography centre at Kunraghat for 
Gurkha recruits The centre started working on December 1944, 
and by i March 1945, 3,097 Gurkha recruits had been examined, 
of whom 0 go per cent were discovered to have tuberculosis o 3 per 
cent were found suffering from other incapacitating forms of chest 
diseases and 5 7 per cent showed evidence of contact during childhood 
with infectious cases of pulmonary tuberculosis A comparison of 
these rejection rates with those of 1941-44, when out of 49,336 recruits 
only 71 (0 14 per cent ) were rejected on account of respiratory diseases, 
illustrated the \ alue of mass radiography 


MEDICAL CATEGORISATION 

The following medical categones for VCOs, lORs and NCs(E) 
of the Indian Army had been in use during the war 

Category “ A ” 

Gau to %haot or 

Can undergo severe strain 

Without defects of locomotion 

With only minor (remediable) disabilities 

In the opinion of the medical officer lit for general service in an\ 
area and in any theatre of war 

Category “ B ’ 

Can see to shoot or drive 

Can undergo exertion not involving severe strain 
With slight defects of locomotion not incapacitating from normal 
mo\ ements of daily work 

With moderate degrees of disability not interfering with the perfor- 
mance of normal work 

In the opinion of the medical officer fit for service overseas or in India 
^^volving general service, but only service normally encountered at 
ihe base or on the lines of communication 
Category * C ’ 

Can see for ordinary purposes 
Can undergo exertion not involving severe strain 
With moderate degrees of disability not interfeiing with the perfor- 
mance of normal duties 

With defects of locomotion not interfering with the performance of 
normal garrison duties in India 
Category ‘ Z) ’ 

Men who are under medical care pending their final categorisation 
and disposal i e , men who are temporarily unfit 

*‘’2 »a 7 ai/H(M) H/i/3i/H(M) 


4 ' lAO 2057/1943 
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Category “ E ” 

Men who aie permanently unfit for military service. 

Combatant recruits could only be enrolled in category A. 
A certain relaxation was, however, permitted for technical personnel, 
clerks, etc., provided the medical officer considered them capable of 
performing the duties for which they were required. The enrolment 
of even category G personnel for these classes was permitted. 

Upgrading from a lower to a higher category of temporarily 
categorised personnel was carried out by the officer in medical charge 
of troops. Reduction from a higher to a lower category of any 
individual could only be carried out by a medical board with the 
officer commanding hospital as the president. The opinion of the board 
was recorded on A.F.B. -179(c) (modified for India) in duplicate. 
Approval by the ADMS was not required. 

All category Band C personnel, whether temporaiy or permanent, 
were fit personnel who were employed on suitable duties and not as 
a routine allowed to attend daily sick parades. All B and G category 
personnel whether temporary or permanent for whom employment 
could not be found in training battalions or equivalent units were 
posted away to a unit of their regiment or corps for such duties as 
they were fit for in accordance with their categorisation. 

Personnel who were temporarily categorised as other than 
category A were medieally exarmned at fortnightly intervals to ascer- 
tain if they were fit to be placed in a higher medical categoiy. 

To ensure that the initial categorisation of wounded personnel 
discharged from hospital to training battalions on completion of 
medical treatment was carried out in the most practical manner 
possible, both from a medical and military point of view, an experien- 
ced combatant officer attended all medical boards held on such person- 
nel. This^ officer was not a member of the medical board but acted 
as a technical military assessor and adviser to the board. He assisted 
the board in determimng for what type of military employment men 
were fitted, thus ensuring that they were placed in the correct category. 
Administiative commandants of stations were responsible for detailing 
suitable combatant officers for this duty on the request of officer 
commanding hospitals. 

Special instructions governing disposal of temporarily cate- 
gorised B and G cases were ; — 

(1) If medical boards decided that the injuries of the soldiers 
were such that they could be fit for duty within six months but that 
recovery could depend on the individual’s co-operation, the men 
S^^nted special war leave up to six months, on full pay for 
the first month and one-third pay of the substantive rank held for the 
remaining period. They were to be granted free passages to and 
from their homes. In suitable cases, however, it was open to medical 
boards to recommend periods of sick leave under the existing proce- 
dure. 
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In') Officers commanding depots, etc , were to ensure tint 
before men selected b) them proceeded on special leave, they tvcrc 
clearly told b> eapcnenccd officers that they were being sent on leave 
to give them a chance to cure themselves at their homes since the 
medical authonties cousidcrcd ill'll llicy could recover “> 

however, they did not help thcmscUc'i and had not rccoicred on 
their return, the} were again to be medically boarded and \\crc liable 
to be discharged ivithout any pension 

At the end of this spccnl \sar leave the boldicrs were brought 
before medical boards and were classified as follows (a) fit for service, 
or (b) unfit for servace, (i) as a result of their injuries or (ii) as a result 
of deliberate retardation by the soldier of his recover) 

Cases of soldiers found unfit under paragraph (b)U) above were 
dealt with under the ordinary rules, and the) were granted the pen- 
sions or gratuities to which thc) were entitled Men falling under 
paragraph (b)(n) above were discharged Under Rule 201, Pension 
Regulations for the ^Irnp; in India, Part 11, such men forfeited all claim 
to any class of pension or gratuity but m such cases an ex gratia award 
of pension or gratuity not exceeding thc amount they had earned by 
service was considered on the ments of each case, and a recommenda- 
tion was submitted for thc orders of thc Government of India 

In the case of soldiers coming under paragraph (b)(i) above, 
re-enrolment in suitable garrison or other static units was permissible 
and every elfort was made to enrol as many men as possible 

Discretion as to which soldiers were to he dealt with under these 
instructions was vested in ofiicers commanding training centres and 
battalions 

Records of categonsation Record of categorisation was entered 
b> the medical officer m charge of the cases in A B 64-M, and jn 
returning the ease direct to his unit, officers commanding hospitals 
were required to submit one copy of 179(0) (modified for 

India) to the officer commanding the mdividuars unit The officer 
commanding the unit notified the record office or and Rchelon of 
changes of category in such cases 

In all other cases the A F B 179(c) was to be sent to the indivi- 
dual s record office or to 2nd Echelon when the umt was administered 
by tind Lchelon, which was to be ascertained by a slip which was 
m the individuaFs pay book The duplicate copy of thc 

AFB 179(c) was to be retained by the hospital 

medic^ classification of the Bntish soldier was more 
elaborate than the Indian Its various permutations and com- 
Rations of physical characteristics numbered not less than 72 
followmgT^^ for Other Ranh 1943 listed the 

. degree constnulionallv , VS i. 3 or v 1 

standard of vmon , H S i or 2 , no foot defects ^ ^ ^ ^ 

A? As for Ai except that slight foot defects are present 
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A3 Fust degree constitutionally , V S 4, i e , diiving standard of 
vision , H S I or 2 j slight foot defects may be present. 

A4 First degree constitutionally , V S 5 or 6, too slow for shooting 
or driving but sufficient for ordinary purposes , H S. i or q , no foot 
defects 

A5. As for A4, except that slight foot defects are present. 

Bi Second degree constitutionally , V.S i, 2 or 3 , H S. i or 2 , 
no foot defects 

B2a. Second degree constitutionally, otherwise as for A3. 

B5. Second degree constitutionally , V.S 5 01 6 , H.S i or 2 ; 
slight foot defects may be present 

B6 Has defective hearing (H S 3) , otherwise fit for highei 
category 

B7 First or second degree constitutionally , V S. i, 2 or 3 , H S. i 
or 2 , marked foot defects are present 

G. A category not sub-divided but consisting of . 

(a) men with VS 4, 5 or 6 , H S. i, 2 or 3 , and fit for a higher 
category but for marked foot defects. 

(b) men of third degree constitution, with VS. i to 6 , and 
H S. I to 3. 

In November 1943 category C was sub-divided into Ci com- 
prising men who in spite of third degree constitution and marked 
physical disability were yet fit for employment abroad according to 
their medical and physical capabilities and G2 ‘ for those who on 
physical or psychiatric grounds must be regarded as suitable only for 
home service. Hence classification as C2 became the only means 
of ensuring that a man was not posted to an overseas theatre even if 
he had only a slight disability which was likely to be aggravated by 
certain climatic conditions. It was later agreed that a soldier should 
not be placed in category C2 merely to prevent his employment 
overseas. In future every man was to be classified strictly in accor- 
dance with his physical capacity and placed in the corresponding 
category irrespective of other considerations. If, owing to the nature 
or degree of any particular disability or for any other reason, he was 
to be regarded as unfit for service in a tropical or sub-tropical region 
but fit for temperate climate the fact was to be indicated by the addi- 
tion of letters NT, i.e. non-tropical eg. Ai (NT). Similarly a 
soldier unfit for overseas service on account of a specific physical or 
psychiatnc disability was to be allotted letters HS i.e. home service 
^ Ai (HS). The final changes were incorporated in the form of 
an amendment to Medical Categories for Other Ranks 1944 published in 
September 1945. 

Considerable interest was created by the PULHEEMS originally 
introduced by the Canadian Army. Under this scheme the soldier 
was required to be examined under seven sub-divisions of bodily and 
mental functions These qualities were designated as follows . — 

P. Physical capacity This refers to the man’s physical capacity foi 
niiisculai effort as a trained man. It should be a guide to his body-build 
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and musculature and i note is given of functional requirements under each 
degree of the qualit> The degree of P should be assessed on body build 
(including eye and ear, nose and throat conditions) and should not be 
correlated either uith the upper limb or locomotor qualities 

U Upper limbs This refers to the ability of the man to perform 
muscular ivorh and m certain cases to handle weapons 

L Locomotion This refers to the man’s locomotor efficiency It 
is important that it be clearly understood that L refers to the functional 
efficiency of the man’s locomotor system and not to any anatomical defect 
Thus the fact that a man’s feet happen to have flattened arches or arc dis 
figured by bunions is not expressed under L If the man can march with 
efficiency this will be expressed as Li or L2, whether his feet are aestheticall) 
pleasing or not The quality L is, therefore, an assessment of Jocomotoi 
function and no limited connection must be established between L and 
anatomical appearance Locomotor function is dependent on a wide 
range of anatomical structure The functional efficiency of the lower 
vertebrae, pelvis, hip joints, thighs, knees and legs all enter in the assessment 
of L and these structures must all be considered when the assessment is 
made 

H Hearing (heanng acuity) EE Eyesight (visual acuity) , M Mental capacity , 
S Stability 

There are eight degrees of each quality but all of these are not in use 
m the case of U, L, H, M and S as shown m the following table — 


P ULHEEMS 


3 

4 

5 

6 

7 

8 


3 3 3 


7 7 7 

0 8 8 


3 

4 

5 

6 

7 

8 


3 

4 

5 

6 

7 

8 


3 


7 

8 


3 


6 

7 

8 


Apart from EE the degrees of each quality refer to functional ability 

Degrees i and 4 imply functional efficiency above the average 
Degrees 2 and 5 imply good average functional efficiency Degrees 3, 
G and 7 imply diminisliing functional efficiency, and degree 8 implies 
disability of an advanced degree precluding service employment In the 
case of M and S qualities, degree i implies normal functional efficiency 
and above 

This system was not applied to all the troops of the British Arm\ 
dunng the war In October 1946 orders were issued in India 
Steps would be taken for ah British service personnel 
of the following categones to be medically examined and reclassified 
in accordance with the new system 
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(a) Officers 

(i) All ofRceis holding permanent commissions on the Active List 
of the Regulai Army. 

(11) All officers holding temporary commissions other than emer- 
gency eg., short service, temporary, temporary short service, etc., which 
expire after i July 1947- 

(ill) All officers holding emergency or other commissions to whom 
Regulations for Release from the Army 1946 apply, who are in Age and 
Service Group 55 and later, or who, having deferred their release, are likely 
to be serving in the Aimy on i July 1947 

(b) Other Ranks 

(I) All personnel enlisted into the G S.G. on or after i July 1946. 

(II) All soldiers serving on normal Regular Army engagements who 
on I July 1946 had more than one year to complete with the colours on 
their current engagements. 

(ill) All other soldiers in Age and Service Groups 55 and later. 

(iv) All soldiers whether Regular Army or Non-Regular Army who 
defer their release until general demolDihsation, or for one or two years, 
and as a result will still be serving on i July 1947. 

(v) All soldiers enlisting under the extended Service Scheme details 
of which were to be announced later. 

MEDICAL STATISTICS OF RECRUITMENT 

During the period i April 1939 to 31 March 1946, the total number 
of recruits examined by the recruiting medical officers was 2,680,133, 
including 575,419 (21 ‘67 per cent.) rejected on medical advice. The 
larger number of rejections was on account of veneieal diseases (i8'65 
per cent.), defective vision (i6'2i per cent.), disordered action of heart 
(i 3‘33 cent.), malana (12*74 pcr cent, etc.) The yearly number 
of recruits exanuned and rejected by the recruiting medical officers 
and their respective percentage of rejections is shown below ’ — 

J\''umber of lecrmls examined and i ejected during 1941-46 


Period ending Number of Number of Percentage 

3 1 Mai ch 1 eci uits examined recruits rejected rejected 


1941 

2,51,272 

62,971 

24 50 

1942 

4,93,635 

85,884 

17 30 

1943 

7,42,638 

1,35,690 

18 47 

1944 

4,76,844 

1,11,369 

23 27 

1945 

4,82,351 

1,22,829 

24 79 

1946 

2 , 33,393 

56,676 

24 33 
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Statement showing percentage of rejection of recruits examined by the RMOs 
during the period i April 1939 to 31 March 1946 


Diseases 



S m S 





S S S S ci 


Malaria 

2 4 

2 7 

I 02 

I 13 

X 79 

2 43 

I 27 

Tuberculosis (pulmonary) 

0 I 

0 04 

0 06 

0 16 

0 14 

0 15 

0 13 

Tuberculosis (other organs) 

0 I 

0 03 

0 04 

0 09 

0 to 

0 06 

0 12 

Venereal diseases 

t 2 

» 3 

2 r 

2 go 

4 29 

3 4* 

3 4 j 

Other diseases due to infection 

0 I 

0 2 

0 06 

0 25 

0 13 

0 25 

0 24 

Diseases of the nervous sj stem 

0 I 

0 06 

0 07 

0 13 

0 15 

0 >4 

0 13 

Defective vision 

5 0 

2 5 

2 I 

I 92 

I 3» 

J 43 

I 95 

Trachoma 

5 60 

2 I 

0 8 

0 59 

0 59 

I og 

0 80 

Other e> e affections 

0 70 

0 5 

0 3 

0 19 

0 25 

0 25 

0 36 

Outis media 

3 00 

2 09 

I 0 

0 18 

0 17 

0 33 

0 41 

Defective hearing 

0 10 

0 oG 

0 08 

0 09 

0 09 

0 09 

0 14 

Other ear diseases 

0 60 

0 I 

0 07 

0 09 

0 08 

0 10 

0 II 

Diseases of nose and throat 

0 30 

0 2 

0 Oj 

0 05 

0 07 

0 09 

0 13 

Valvular diseases of heart 

I 20 

0 9 

I 02 

1 19 

I 60 

I 68 

2 00 

Disordered action of heart 

4 80 

I 9 

I t 

I 32 

I 41 

* 49 

* 3» 

Varicose veins 

1 90 

0 4 

0 3 

0 29 

0 26 

0 23 

0 43 

Haemorrhoids 

0 50 

0 3 

0 2 

0 tg 

0 46 

0 40 

0 26 

Varicocele 

0 60 

0 6 

0 3 

0 76 

0 56 

0 31 

0 57 

Other diseases of circula 








tory system 

0 to 

0 03 

0 05 

0 06 

0 06 

0 09 

0 09 

Anaemia 

0 50 

0 3 

0 2 

0 39 

0 66 

0 64 

0 58 

Goittc 

I 30 

0 3 

0 I 

0 ig 

0 26 

0 23 

0 26 

Respiratory diseases ex 








eluding tuberculosis 

0 50 

0 4 

0 2 

0 12 

0 11 

0 47 

0 39 

Pjorrhoca 

I to 

0 4 

0 2 

0 25 

0 26 

0 39 

0 40 

Loss or decay of teeth 

0 10 

0 I 

0 I 

0 22 

0 25 

0 25 

0 36 

Hernia 

0 70 

0 6 

0 8 

0 95 

0 77 

0 76 

0 75 

Other diseases of digestive 








sj-stcni 

0 to 

0 07 

0 Oj 

0 II 

0 10 

0 07 

(> 18 

Ankylosis of joint 

0 60 

0 06 

0 09 

0 »5 

0 17 

0 ij 

0 18 

Flat feet 

r 30 

0 I 

0 I 

0 12 

0 17 

0 18 

0 26 

Knock knee 

t 00 

0 2 

0 I 

0 ig 

0 25 

0 27 

0 33 

Curvature of spine 

0 30 

0 a 

0 07 

0 09 

0 12 

0 in 

0 10 

Other dcfonnitics 

t 60 

I 0 

0 05 

0 5 j 

0 87 

I 09 

0 97 

Skin diseases 

I 10 

0 8 

0 7 

0 

» Cj 

1 87 

* 51 

Poor ph)‘3iquc 

0 jO 

0 3 

0 4 

0 71 

0 80 

0 88 

0 9#i 

Other causes 

vi 20 

2 14 

1 0 

2 00 

3 24 

3 4- 

3 20 

roll! i>crccniaqc 

44 30 

2-' 9O 

15 C8 

18 47 

23 27 

24 79 

24 33 
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MEDICAL ASPECT OF RECRUITMENT TO THE RIN, THE lAF AND THE 

WAC(l) 

In November 1941, the D of R became responsible for all the 
three services, and separate Naval and lAF recruiting sections were 
set up m the recruiting organisation. 

Prior to the amalgamation in 1941, recruits for the RIN received 
only a preliminary medical examination by a naval medical officer 
of a touring team before being sent to the RIN Depot, Bombay, or 
in the case of the boys, to the Boys Training Centre, Karachi. At 
these bases, the recruits were finally examined and those not physi- 
cally fit were rejected. After the amalgamation, recruits for the RIN 
were medically examined by the military RMOs or civilian doctors 
appointed for this purpose, there being no separate RIN, RMOs. 
Later, with the introduction of the ‘ Filter Scheme ’, the commanding 
officer of the appropriate RRC or an officer appointed by him, a 
naval officer if available, inspected the recruits for the RIN and 
arranged that those obviously below the prescribed physical standard 
should be examined by the ‘ Filter Medical Officer ’. A report on 
such cases was then sent to the commanding officer, RIN Depot, 
Bombay .43 All RIN recruits proceeded from RRCs to the RIN 
Depot where they were given a thorough medical examination and 
those found physically unfit were recommended for rejection. Certain 
recruits with minor condonable defects were retained provided there 
was a reasonable prospect of their becoming fit and attaining the 
prescribed physical standard. The decision to discharge or retain a 
man rested with the commanding officer RIN Depot. This final 
medical check-up at the base depot became necessary to eliminate the 
high wastage during training of those who should not have been 
recruited at all. 

Physical standaids • Before the war, entry to the RIN was through 
the Boys’ Training Establishments The minimum physical standards 
prescribed were . — 

Age Height Weight Chest Vision Hearing Colour Vision 

^ 5~^7 100 lbs (Mean) 6/6 both Normal Normal 

30" eyes 

If no physical defects or diseases were present and the ‘ Boy ’ was 
otherwise fit for hard work during training and fulfilled the above 
standards he was accepted. During the war, standards for the 
Boy were modified to meet the expanding demands as follows ■ 

Age Height Weight Chest Vision Hearing Colour Vision 
^5"^72 5" 90 lbs. (Mean) 6/6 both Normal Normal 

28"-29" eyes 

•IS See also page 40 43 A/3/3 i/H(M) « Pamphlet India’s jYavy 45 RINFO 3 ' 8/1944 
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Recruitment was also opened during the war to all rnen between the 
ages of eighteen and thirty years and m certain branches dp to thirty- 
five years Recruits enlisted direct were required to be ol the pres 
cnbed standard and no latitude was allowed to RMOs to 'accept 
below-standard direct recruits for the Navy The physical standards 
laid down were — • 

Height (minimum) Weight (minimum) Chest (minimum) 

5'-2" 105 lbs 30" 

Vision, including colour vision, hearing and geneial health was to 
be normal 

Relaxation in standards These were later modified in the case 
of certain technical branches Thus for the medical, vvnters and 
school master branches the following standards were accepted — 

Height Weight Chest Visual Standards 

5' 94 lbs 29" Not less than 6/12 m both eyes 

after correction with glasses 

Defects of colour vision and other minor disabilities did not constitute 
a bar if the recruit was otherwise fit for the duties for which he was 
recruited 

RIAF*'^ 

Officers In the beginning arrangements were made at many 
of the provincial centres for the examination of potential aircrews 
by civilian medical practitioners, who were provided with instructions 
which gave them the necessary data to assess the physical standards 
required for aircrew, and also a detailed directive on the standards 
required for ground duties This arrangement, though very con" 
venient at the time, was not satisfactory, as a very high percentage 
of those passed fit at the provincial centres, particularly candidates 
for flying, were later found to be below the required standards at the 
Central Medical Board 

About two thirds of the candidates examined for flying duties 
were found unsuitable The rejections were made on vanous grounds, 
nz , defective visual acuity, colour blindness etc but nearly one-half 
of the total rejections were found temporarily unfit because of cardio- 
vascular inefficiency This lack of physical tone was, m many cases, 
obviously the result of insufficient exercise Instructions for improving 
physical tone were given to these candidates It was thus found 
possible, after a penod of two to three months, to accept most of them 
on re-examination 

In an examination of Indian candidates for flying it was re- 
markable how frequently high pulse rates were encountered in 
cadidates who ivere obviously fit and whose cardio vascular system 
was otherwise normal Vanous physiological reasons were suggested 

Separate slaiisucal mformation rejjardinff the causes of rejection is not a^atlahle for 
the RIN 47 H/ 5 / 54 /H{^I) See also page ^4 
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for the relatively high pulse rate m Indians but there is no doubt that 
m such cases the emotional element was always the most important. 

In 1941, it became necessary to standardise the arrangements 
for conducting medical examinations. Most of the civilian medical 
practitioners engaged on preliminary medical examination of air 
force candidates were given an intensive course of instruction in air 
force procedure at the Medical Directorate of Air Headquarters, 
India, or at the School of Instruction which was formed at Lahore 
under the direction of the President of the Central Medical Board. 
They were also trained at this school in the medical examination of 
flying personnel for fitness for A, B and other civilian licences. 

Candidates passed fit at preliminary medical examinations 
were sent to the GHQ^ Selection Board. Those selected there, were 
sent for final medical examination at the Central Medical Board. 
Calling up notices were later sent to the candidates who were fit, 
instructing them to report to the Imtial Training Wing. Later this 
procedure was changed and fit candidates reported straight to the 
Initial Training Wing after their medical board 

It was found that in ten months, between September 1943, 
and July 1944, of the 102 candidates examined 52 were temporarily 
unfit, II premanently unfit and 39 fit. Of the 52 temporary unfit, 
7 failed to report for re-examination. Possibly a few out of the 
temporarily unfit candidates, who failed to return for re-examination, 
might have been accepted later had accommodation been available 
for them to stay in Delhi. In the absence of such accommodation the 
Central Medical Board adopted the following procedure . — 

For cases requiring investigations, operations, prolonged treat- 
ment, etc. to render them fit, the President, Central Medical 
Board, gave the candidates letters addressed to the nearest hospital 
asking for the necessary laboratory investigations and specialist exa- 
minations to be carried out. Authority had been obtained for 
candidates for the lAF to be admitted to military hospitals for the 
purpose. 

For cases not requiring specialised treatment or investigations, 
the President, Central Medical Board, advised the candidate on 
measures to be taken before his next examination. 

Airmen . In 1940, recruitment for the lAF was actively carried 
out throughout the year to an ever increasing extent. Recruiting 
centres were established at Bombay, Calcutta, Madras, Karachi, 
Lahore and Lucknow, and recruits were medically examined according 
to the standards laid down for RAF personnel. In the case of 
candidates, who were otherwise physically fit, and especially those 
whose possession of technical knowledge made their selection parti- 
cularly desirable, some relaxation, relating in particular to weight, 
height and chest measurements, was allowed in the standards. The 
total number found unfit ranged from 20 to 30 per cent on the first 
examination. Of these rejections 60 per cent, were made on the 
ground of poor physique and 20 per cent, for various other medical 
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reasons On a rcTsscssmcnt or after appropriate surgical or medical 
treatment more thara half of the ongmally rejected candidates were 
found fit for acceptance 

The medical evaminatioii of recruits was initially tamed out 
at the Army recruiting centres A second medical examination 
was held at the Initial Training Centre at Lahore Ihis was neces- 
sary to prevent sending unfit recruits^® to the training centres To 
eliminate this wastage at the source and improve facilities for medical 
examination at recruiting sub-centres, improvements were needed in 
medical examination rooms and their equipment as well as in main- 
taining proper statistics lAF medical officers were, therefore, 
posted in September 1943, to each of the headquarters of the technical 
recruiting areas to act as advisers to the TROs Soon after their 
posting useful results were apparent in the Bombay and Pooni 
areas 

Ph}sical standards — JAF The peace time physical standards of 
recruitment to the lAF continued m force until 1943^® The mam 
points were bnefly as follows ^ 

(i) Htanng Hearing on either side must be acute and equal to the 
ready perception of 1 forced whisper at twenty feet 

(u) Hnght, Height and bod} build These were considered together 
There was no minimum standard of height except that candidates for 
piloting duties witli a leg length of 39 inches combined witli a height 
of 64 inches could be accepted Candidates svho were found to have 


Training wastage amongst the lAF recruits was \cr> high An analysis of the eases 
of pilots rejected was undertaken in 1943 It was observed after a general survey 
that the reasons for rejection could be classified as follows 

(1) Physical including disabilities like defective vision air sickness short legs or 
other general ph> sical defects 

(ii ) Mental including inabilily to co ordinate hands with feet nervous and 
kindred complaints inability to Icam and a lack of mechanical knowledge 
pii) Moral fibre Inability to endure fear reactions and lack of courage thereby 
forfeiting the confidence of the commanding officer without being subjected to 
flying stress and strain 


I’hc percentage of rejections in different cstablisfiments m different categories in all 
establishments and m different categories and establishments was as follows 
Pentnlage of rejections irt different (stablishnenls 
Imual Training V\ mg 17 

Llemcntary Hying framing School 6t 

Service Flying Training School 
Operational Framing Unit 

Percentase of wastage m different eaUgones tn all tslabiishments 
Physical gg 

Mental 70 

Moral a 

Percentage of jiasta^e tn different eaie^ories and establishments 

- , _ , , Phj,ticol Mental 

Initial Training Wing S 

Elementary Flying Training School 35 

Service Flying Teaming School zt 

Operational Training Unit jo 

“♦9 Air Publication No 130 
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7 


iUoraf 



144 


ADMINISTRATION OF MEDICAL SERVICES 


a leg length of less than 39 inches and/or a height of less than 64 
inches could be given a practical test in a ser\Tce aircraft to ascertain : — 

(a) that they had an unobstiucted view from the cockpit, and 

(b) that they were able to manipulate 1 udder bai and brakes. 

Candidates for observer duties with a height of 62 inches, and 
candidates for air gunnery duties with a height of not less than 62 
inches and not exceedmg 72 inches were acceptable. The terms 
body-build expressed the relationship between age, height, and weight. 

(ill) Chest measurement The shape of the chest was, however, more 
important than its actual measurement , a long nanow chest being rarely 
found in a physically efficient candidate. 

(iv) Visual acuity 

(a) Permanent flying personnel 

(I) A candidate with 6/6 vision in each eye, without the aid of 
coirecting spectacles was accepted 

(II) When the visual acuity was 6/9 in each eye, acceptance was 
allowed piovided that 6/6 m each eye could be obtained by correc- 
tion and that there was no suggestion of commencing myopia. 

(in) When the visual acuity in either eye was worse than 6/9 but not 
worse than 6/18, the candidate was required to be deferred for 
at least three months. If at the end of that time he had improved 
to 6/9, acceptance was possible. Visual acuity below 6/18 
in either eye entailed rejection 

(b) For selection of peimanent flying personnel from those already serving as 
temporary personnel 

The standard of visual acuity was 6/12 or better in each eye, 
correctable to 6/6 This standard, however, could be reduced 
at the discretion of the consultant in ophthalmology 

(c) Temporary flying personnel 

The lowest visual acuity acceptable at first examination was 
6/12 m either eye, ]f vision could be improved to 6/6 by glasses 
and if the examiner was satisfied that no further reduction of 
acuity \vas likely during the period of service contemplated. 
Visual acuity worse than 6/18 entailed permanent rejection 

(\ ) Colour vision * Responses to the examination of colour vision fell 
into three groups — colour normal, colour defective safe, and colour defec- 
tive unsafe. Candidates classified in the third group were rejected 

Early in 1943, it was decided to adopt the Army standards 
for airmen (gi'ound trades) to improve recruitment to the lAF as 
rnany RMOs had believed erroneously that the highest standards of 
vision, ph’ysical fitness etc., were required for all grades of the lAF. 
However, dunng the year, it became increasingly apparent that 
lowering the standard to that of the Army was unsatisfactory. In 
the RAF, sight, hearing and other standards differed for different 
trades. Standards were, therefore, laid down for the lAF based 
iargel) on those of the RAF, and were issued to all concerned in 
August 1943.-* 


\ir Publicauon 130 
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The physical standards adopted in 1943 were, height 5'-o' , 
expanded chest with 2" expansion 32" and weight 105 pounds The 
permissible condonation pro\ed unsatisfactory and a large number of 
undenveights reached RTCs It was, therefore, decided, late in 

1943, that no condonation should be allowed below 100 pounds 
ex^pt for those educationally suitable recruits who were likely to 
improve to the required standard Such candidates could be 
certified, by the TRMOs of the lAF It soon became clear, however, 
that as the TRMOs were unable to cover all the recruiting sub- centres, 
many recruits were being lost to the service Accordingly the weight 
was fixed at a minimum of 100 pounds but applicants below that 
weight could be accepted provided they were certified as likley to 
improve to the prescribed standard by any RMO In September 

1944, it was found necessary to cancel these standards 5 * Physical 
standards of height, chest measurement and weight were, thereafter, 
m accordance with the orders issued from time to time 

Recruiting statistics Accurate medical statistics were not kept 
in the early years of the war, because the procedure adopted at the 
various centres differed considerably At the end of 1943 instruc- 
tions were issued for certain statistics to be maintained separately 
for the RIAF recruits The tabic below shows the number of 
recruits examined for the RIAF dunng 1944 and 1945 (up to August) 
and the percentage of rejections on medical grounds — 


1944 


Area 

Number of 
recruits 
medically 
examined 

Number 
passed fit 

Percentage 
passed fit 

Number 
rejected 
on medical 
grounds 

Percentage 
of rejection 
on medical 
grounds 

West 

4,560 

3.459 

75 85 

1,007 

22 08 

North 

3.732 

3.104 

83 17 

Gi2 

•6 39 

South 

8,297 

4,782 

6,254 

75 37 

2,0^8 

24 56 

East 

3,607 

75 42 

942 

•9 69 

Central* 

495 

329 

66 46 

•54 

31 11 

Total 

21,866 

• 6,753 

76 61 

4,753 

21 74 

* The area was formed m October 1944 
November and December 1944 

The figures are therefore 

for October 

West 

1,910 

2,607 

IjQGo 

66 07 

615 

32 19 

North 

1,278 

79 52 

310 

•9 29 

South 

E^ast 

2,923 

2, 080 

71 15 

847 

28 97 

3.094 

2,142 

69 23 

737 

23 82 

Ccntralf 

328 

239 

72 87 

86 

26 21 

Total 

9,862 

6,999 

70 97 

2,595 

26 31 


t Figures av ailable for January and February ig4j only The pnncipal causes of 
rejection on medical grounds in the RIAF are gn en bclou 


** Corrigendum No jQ dated aC September 1944 to AFOtl )3G7/i943 
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Pnncipal causes of Rejections on medical grounds — RIAF 


Disease 

Number 
rejected 
in 1944 

Percentage 
of rejection 
m 1944 

Number 
rejected 
m 1945 

Percentage 
of rejection 
in 1945 

I 

2 

3 

4 

5 


Malaria 

126 

0 57 

102 

0 10 

Tuberculosis (pulmonary) 

21 

0 09 

13 

0 13 

Tuberculosis (other organs) 

8 

0 03 

I 

0 01 

Venereal diseases 

545 

2 49 

194 

I -96 

Other diseases due to infection 

15 

0 07 

5 

0 05 

Diseases of the nervous system 

30 

0 13 

10 

0 10 

Defective vision 

501 

2 30 

188 

I 90 

Trachoma 

128 

0 58 

74 

0 75 

Other eye affections 

29 

0 13 

4 

0 04 

Otitis media 

100 

o‘45 

131 

I 33 

Defective hearing 

62 

0 28 

17 

0 17 

Other ear diseases 

2 

0 009 

24 

0 24 

Diseases of nose and throat 

31 

0 14 

20 

0 20 

Valvular diseases of heart 

284 

I 29 

128 

I 29 

Disordered action of heart 

426 

I 95 

195 

I 97 

Varicose veins 

25 

0 II 

21 

0 21 

Haemorrhoids 

29 

0 13 

23 

0 23 

Varicocele 

Other diseases of circulatory 

36 

0 16 

12 

0 12 

system 

10 

0 04 

I 

0 01 

Anaemia 

50 

0 23 

14 

0 14 

Goitre 

Respiiatory diseases excluding 

9 

o’ 04 

5 

0 05 

tuberculosis 

94 

o'43 

28 

0 28 

Pyorrhoea 

43 

0 19 

23 

0 23 

Loss or decay of teeth 

35 

0 16 

38 

0 38 

Hernia 

Other diseases of digestive 

136 

0 62 

47 

0 47 

system 

9 

0 04 

4 

0 04 

Ankylosis of joints 

28 

0 13 

6 

0 06 

Flat feet 

42 

0 19 

31 

0 31 

Knock knee 

35 

0 16 

40 

0 40 

Curvature of spine 

16 

0 07 

3 

0 30 

Othei defoimities 

149 

0 68 

72 

0 73 

Skin diseases 

342 

I 58 

237 

2 40 

Poor physique 

548 

2 50 

471 

4 78 

Other causes 

809 

3 70 

413 

4 18 

Total 

4,753 

21 67 

2,595 

25 56 


Secondary examination : All airmen recruits passed fit at the 
different areas were sent to No. i and No. 2 RTCs for second 
examination. These examinations continued throughout 1944 
t945- This secondary examination corresponded to the Army Second 
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Filter except that it was not part of the recruiting organisation 
Dunng I944» i6>753 recruits were examined at RTGs, of whom 
788 (4 7 per cent ) were rejected on medical grounds Dunng 1945 
the rejection rate rose up to 7 61 per cent It seems likely, therefore, 
that the nse in rejection rate at RTCs during 1945 was due largely 
to the stnngent standards of medical examination combined with a 
progressive decline in the general standard of recruits then being 
enlisted An analysis of the rejections at RTCs for the "^ears 1944 
and 1945 IS as follows — 


Diseases 

Number Percentage 
rejected of rejection 
m 1944 m 1944 

Number 
rejected 
tn tg45 

Percentage 
of rejection 
in 1945 

Malana 

7 

0 04 

16 

0 22 

Tuberculosis (pulmonary) 

4 

0 02 

3 

0 04 

Venereal diseases 

71 

1 

0 42 

22 

0 31 

Tuberculosis (other organs) 
Other diseases due to infec- 

0 006 

1 

0 01 

tion 

12 

0 07 

12 

0 17 

Diseases of the nerv ous system 

7t 

0 42 

25 

0 35 

Defective vision 

16 

0 09 

14 

0 20 

Trachoma 

8 

0 04 

10 

0 14 

Other eye effections 

48 

0 28 

28 

0 40 

Defeetvve hearing 

26 

0 15 

7 

0 10 

Otitis media 

77 

0 45 

“5 

I 64 

Other ear diseases 

5 

0 02 

4 

0 05 

Diseases of nose and throat 

3 

0 01 

6 

0 08 

Valvular diseases of heart 
Disordered action of heart 

10 

4 

0 06 

0 02 

4 

0 05 

Varicose veins 

2 

0 01 

7 

0 10 

Haemorrhoids 

6 

0 03 

3 

0 04 

Varicocele 

Other diseases of the circula- 

I 

0 006 

I 

0 01 

tory system 

I 

0 006 

1 

0 01 

Anaemia 

I 

0 006 

I 

0 01 

Goitre 

Respiratory diseases excluding 

I 

0 006 

I 

0 01 

tuberculosis 

Pyorrhoea 

boss or decay of teeth 

6 

0 03 

13 

I 

0 18 

0 01 

Hernia 

Other diseases of the digestive 

8 

0 04 

t5 

0 21 

system 

2 

0 01 

1 

0 01 

Ankylosis ofjomts 

Plat feet 
hnock knee 

Curvature of spine 

9 

2 

I 

0 05 

0 or 

0 ooC 


0 02 

Other deformities 

26 

0 15 

-3 

0 32 

okm diseases 

10 

0 06 


0 71 

physique 

318 

I 89 

155 

2 23 

Other causes 

31 

0 18 

36 

0 51 

Total 

^ 1 

788 

4 60 

533 

8 14 
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After consultation with the TROs and the Recruiting Direc- 
torate, it was decided that recruits rejected from the RTCs on medical 
grounds should be classified under two headings ; those in whom a 
disability had become manifest following enrolment and those who 
should never have been recruited. The latter were sent back to the 
area where they were recruited and the recruiting officers were in- 
formed where errors had been committed. Additional medical 
equipment and other facilities were provided at all recruiting centres' 
and sub-centres. 


WAC{I) 

WAG(I) being an entirely new corps no instructions regarding 
physical standards, medical examination and age limits existed in 
peace, nor in the early months of the existence of the corps. In 1943, 
instructions were issued that WAG(I) recruits should be examined 
by women medical officers of the lAMG/RAMG under arrangements 
to be made by the ADMS concerned. Where women officers were 
not available the examination could be carried out by the staff surgeon 
nearest to the place of recruitment, or by a private medical practitioner 
preferably a woman, on payment of the usual recruiting fees.^^ Every 
recruit was required to be ‘ physically fit in every respect for service 
m the WAG(I) and the examining medical officer was responsible 
for judging her physical fitness for the work for which she was being 
enrolled. Instructions for the medical examination of WAG (I) 
recruits were based on the medical examination of recruits for the 
Indian Army except that visual standards using test type^were laid 
down as follows : — 


Standard I 

Right eye 

Distant vision V 6/6 

Near vision Reads o'6 
Standard JI 

Better eye 

Distant vision V 6/6 

Near Vision — Reads o‘6 
Standard III 

Better eye 

Distant vision — without glasses 
not below 6/60 and after 
correction with glasses not 
below 6/6 

Near Vision — Reads o 8 


Left eye 

V 6/6 
Reads o‘6 

Worse eye 

V, without glasses =not. below 
6/60 and after correction with 
glasses not below 6/24 

Reads i 

Worse eye 

V without glasses not below 6/60 
and after correction with glasses 
not below 6/24 

Reads i 


It will be seen that these visual standards were higher than 
those applied to the Indian Army. Inability to distinguish the 


51 r/672q/H(M) 
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pnncipal colour was not to be a cause for rejection Recruits were 
posted to the various sections of the corps in accordance with the 
folloiving standards — 

Standard I Anti-aircraft spotters 

Standard 11 MT drivers 

Standard III Clerks, Signallers (telegraphic) 

and general duties 

The various causes for rejection mentioned in the instructions 
were not, however, intended to be rigidly applied and recruits having 
minor defects were not rejected Those suffering from the diseases 
or defects mentioned below, were ordinarily accepted mild degrees of 
varix , knock knee , hammer toe , slight stammering , slight de- 
formities of feet and toes, and flat foot , slight squint , slight pyorrhoea 
Pregnant women were rejected but nursing mothers who were 
capable of full employment were accepted The minimum age limit 
for recruitment to the WAG(I) was seventeen years, but it was agreed 
m October 1 944, that this age might be lowered to sixteen years 
Following the representation that the standards of physical fitness 
for all WAG (I) recruits were higher than those required of many 
Army recruits, the recruitment of women in categories A, B and C 
as follows was authorised — 

Cattgory ‘ A ’ Visual standard I or II , can undergo severe strain , 
IS without defects of locomotion , or has only minor remediable defects , 
and is capable of service overseas or in India, including service in the plains 
in hot weather 

Category * B * Visual standard, I, II or III can undergo exertion 
not involving severe strain , his slight defects of locomotion (but is not 
incapacitated from performing normal work) or with moderate degrees of 
non progressive disability not interfering with performance of normal work , 
IS fit for service normally encountered at base or lines of communication in 
India, including service in the plains in. hot weather 

Category * C ’ Visual standard I, 11 or III , can. undergo moderate 
exertion , with moderate disabilities not interfering with the performance 
of sedentary duties in India, including service in the plains in hot weather 
The dental standards were also the same as those for the Army 
but It was later decided that women in possession of satisfactory and 
^^***^6 dentures which enabled them to comply with the standard 
laid down could be acceptable In October 1944, it was found 
ne^ssary to issue instructions for the rejection^® of all applicants 
suffenng from any chronic disabling gynaecological condition such 
as dysmenorrhoea or menorrhegia of a seventy necessitating absence 
rom duty every month, chronic backache, or severe leucorrhoea 

of Personnel Procedure’ was applied to WAC(I) 
were posted to vanous types of work m accordance with 
the grading obtained 
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■'5 See I AO 1 186/1944 

roncemin^ the causes of rejection on medical grountlJ 



CHAPTER X 


Mobilisation 

Mobilisation is the process by which an armed force passes 
from a peace to a war basis ; it may either be general oi progressive. 
The arrangements for mobilisation provide for the calling up of reserves 
and the equipping of units with stores required for the war. It was 
considered unlikely in 1939 that there would be any general mobilisa- 
tion of the Army in India. Mobilisation was, however, intended 
to be progressive, the various components of the Army being 
mobilised as and when required, according to the circumstances. The 
general procedure to bring the Army to a war basis was laid down 
m Mobilisation Regulations [India) which were intended principally 
for existing units and formations and were, therefore, of general 
application to all regular units, establishments, services and depart- 
ments of the Army in India. It was also explained m these regulations 
that mobilisation might at any time be governed by special instruc- 
tions issued by Army Headquarters, as the regulations by themselves 
could not be in the nature of final instructions but were concerned 
primarily with laying down principles and ensuring that all necessary 
detailed arrangements were made, as far as they could be foreseen 
and legislated for in peace time. 

Reviewing the situation in April 1939, Army Headquarters 
issued a letter concerning an order for general mobilisation wherein 
it was pointed out that the issue of such an order during the early 
months of hostilities were exceedingly improbable. In August i939> 
Army Headquarters issued instructions that in future mobilisation 
would be known as ‘ progressive ’. It was further explained that 
the sequence in which this ‘ progressive mobilisation ’ would take 
place would depend largely on the international situation and that 
it was the responsibility of the General Staff at Army Headquarters 
to decide the priority of mobilisation. 

1938-39 

Up to 19385 the only plan of operation so far as India was 
concerned was the ‘ Pink Plan ’ and it dealt only with the operations 
m the event of war with Afghanistan. The C-in-G in India decided 
in August 1938, that the ‘ Pink Plan ’ must be regarded as obsolete 
and a new plan was ordered to be prepared, which came to be known 
as the Plan of Operations 1938 ’. The various tasks of the Indian 
Army under this plan were frontier defence, internal secunty, 
coastal defence and geneial reserve. The general reseive was at 
the disposal of Army Headquarters and could be used when required 
for the defence of India and was composed of units allotted for service 
overseas in collaboration with other Imperial forces for Imperial 
^fence ^ purposes These units were known as ‘ External Defence 
Troops ’. Their strength was approximately one division, organised 
into thiec self contained brigade groups, under Headquarters Deccan 
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District It also included a mobile division * The strength of the 
\vmy in India in September 1939 was 352,213 

The following medical units were provided in the ‘ Plan of 


Operations 1938 ’ — 

Field ambulances 21 

Cavalry field ambulances 2 

Armoured brigade field -imbul'ince i 

Field hygiene sections 1 1 

Bearer unit i 

Casualty clearing stations 5 

Staging sections 19 

General hospitals g* 

Convalescent depots 4 

Ambulance trains 4 

Reserve base depot medical stores i 

Depot medical stores 6 

X ray units 4 

Mobile X ray units 2 

Field laboratories 2 

Motor ambulance sections 6 


Total 


98 


fii e sections for Indian troops ond thirty for British troops 
The ‘ Plan of Operations 1938 ’ also involved the provision of 
102 medical officers for Royal Artillery regiments and for Indian and 
Bntish infantry battalions The total requirements of medical officers 
for peace and war units amounted to 1,005 officers compnsing 654 
IMS (including 444 Indians) and 351 RAMC officers » 

The sanctioned and actual strength of medical personnel and 
the reserves authonsed and available at the outbreak of the war 
were as follows — 

Actuals in Aiailahle for 
Category Sanctioned military military duty 

employ 


IMS officei-s 
RAMC officers 


IMS officers m civil employ as war re'erve 
IMS officers m civil employ, residuary 
cadre 

Supernumerary IMS officers m civil 
employ 
MRO (M) 

IRRO 


Assistant surgeons IMD 
Vssistant surgeons IMD m civ il employ 
av vv ir rcscrv p 


36^ 

366 

366 

2 68 

268 

268 

H 7 


133 

73 


(a) 

58 


(a) 

300 


261 

29 


29 

346 

346 

34 f> 

78 


74 


* P/go/G/H (a) Not normalJ> recallable 

/j7/II(M) FI? 


to niilitar) duty 
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Category 

Sanctioned 

Actuals in 
military 
employ 

Available for 
military duty 

Assistant surgeons IMD — ^residuary 

19 

, 

19 

Sub-assistant surgeons IMD 

576 

578 

578 

Sub-assistant surgeojis in civil employ 
as war reserve 

48 


43 

Sub assistant surgeons in civil employ 
residuary 

30 


30 

Sub-assistant surgeons mibtary reserve 

150 


142 

Sub-assistant surgeons in civil employ 
under ten years’ service 

Nurses for British troops QAIMNS 

215 

215 

649 

215 

AINSR(BT) . 

IVAS for British troops 

IMNS 

50 

100 

55 


55 

AINSR (IT) . 

150 



IVAS for Indian troops 

RAMG other ranks 

250 

361 

361 

361 

IHG 

8,452 

8,645 

8,645 

IHG ambulance section reserve 

2,300 

2,300 

IHC nursing section reserve 

1,222 


1,222 

Total 

15,641 

10,779 

15^736 


General mobilisation had not been ordered at the outbreak of 
war^ or at any time during its course, and consequently there was 
some difficulty in calling up the reserves , e.g.^ the sub-assistant sur- 
geons reserve could only be called up on general mobilisation. The 
number of volunteers was limited and it was necessary in most cases 
to issue an Extraordinary Gazette of India notification calling them 
up .3 With regard to AIRO(M) only those in Glass A(i) could be 
called up in an emergency The calling up of those in Class A(ii) 
and B required special legislation. The civil reserve was also intended 
to be used on general mobilisation though it was not anticipated 
that the provincial governments would object to release these officers.^ 

However, the immediate requirements in respect of medical 
officers could be met from the existing resources mentioned above. 
With regard to RAMG officers there was little or no recruitment in 
India and the deficiency was to be met by recalling British officers 
of the IMS, numbering ninety-seven, from the civil to the military 
cadre. For future requirements RAMG officers were to be obtained 
from the War Office in the United Kingdom by the Secretary of State 
for India and for the most part by recruitment in India. 

The field of recruitment to the assistant surgeon’s branch of 
the IMD was equally limited and future requirements were to be met 
by the re-employment of pensioners and by the reversion to military 
service of those employed by the provincial governments. The 


Indian Rrsf m Forces Rule r^(h) 


4 A/7/34/HfM). 



The follo^vJng field 


No 14 Field Ambulance 

No 18 Field Ambulance 

No 19 Field Ambulance 

No 5 Field Hygiene Secti< 

No 15 Field Hygiene Sect 

No a Casualty Cleanng 
Station 

No 17 Indian Staging ^ 
Section 

No 18 Indian Staging Sec 
No 19 Indian Stagmg Sec 
No 2 Ambulance Tram 


Section IGH K-^ Lg 

No 3 X ray Unit 
No 2 Indian Convalcsceni 
No 4 Depot Medical Ston 


4 October 
*939 

1 2 August 

1939 

ID August 
*939 

11 August 
*939 

15 August 

1939 ^ 

20 October 
*939 

4 October 
*939 

4 October 

1939 ^ 

21 October 
*939 

4 October 
*939 

16 August 
*939 

12 August 
*939 

27 December 
*939 

21 October 
„*939 . 

8 November 
*939 




} 
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sub assistant surgeons’ rescr\'e (military) hid, however, 1 large waiting 
list to meet the requirements under the ‘ Plan of Operitions 1938 ’ 
The deficiency in respect of nurses of the QAIMNS for service 
with Bntish troops wis negligible and was expected to be met by 
employing members of the 1 VAS But it w is difficult to meet the 

deficiency in nurses for the Indiin troops 

There was also a large deficiency in the RAMC other rink 
cadre which in the ordinary course of events was met by providing 
trained nursing orderlies from Bntish infintry internal secunty 
battalions and from the Wir Office Steps were also taken to provide 
this class of personnel in Indii b^ the recruitment of Anglo-Indnns 
IS nursing orderlies ^ 

The deficiency in IHG personnel was not considered to be 
senous and no difficulty was anticipated in their recruitment 
Certain other personnel, , carpenters, tailors, bncklaycrs tinsmiths, 
cutlers etc , could also be recruited 

The mobilisation of the field army and all covering troops 
involved the expansion of selected military hospitals in Northern 
Command and Western (Independent) District All equipment for 
this expansion as well as for general requirements was also available 
Military Engmcenng Service equipment was also available with 
the exception of certain items which were to be provided on mobilisa- 
tion, namely beds from vacated barracks 

The External Defence Troops were despatched overseas cither 
immediately before or soon after the outbreak of the war The 
Headquarters of Deccan Force went to Egypt to form the Head- 
quarters 4th Indian Division and a new Headquarters Deccan Distnet 
was formed m India The 5th Indian Division was also formed in 
Heccan District ^ 


fiy the end of 1939, the following medical units were raised and 
sent Overseas as a part of the External Defence Troops 




Despatched with external defence troops 
^ o To Middle East g ^ -o g 
September o o ? ^5 




^th — _ - 

Force Infantry 
Heron Divtf on £ 2 




botp taj j^^JWarten and fimr sections each) 


• tCl medical Tirti i ^ 

rieV doctors acnompanied the eighteen pwdital oruti sent 

**^*7 A«wtanf wfgeons IMn.33 Sub-assistant surgeom-?? RAMC the 

ymoorel enly ’ 
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During the year 1939, 19 field medical units were raised 
and mobilised and the expanded establishment of the medical 
personnel on 31 December 1939, was as follows : — 



Officers 

Other ranks 

Others 

Total 

In India 

Autho- 

rised 

Actual 

Autho- 

rised 

Actual 

Autho- 

rised 

Actual 

Autho- 

rised 

’ Actual 

IMS 

295 

303 





295 

303 

RAMG 

252 

232 

761 

CO 

0 



1,013 

910 

ADC 

26 

26 

42 

42 



68 

68 

IMS (recalled) 

29 

99 





29 

99 

AIRO 

70 

• 




. 

70 


QAIMNS and 
QAMNS(I) 





215 

188 

215 

188 

IMNS 





65 

64 

65 

64 

Matrons (military 
families hospitals) 





43 

35 

43 

35 

IMD 









Assistant surgeons 

18 

18 

314 

308 



332 

326 

Sub-assistant surgeons 


482 

461 

12 

12 

494 

473 

IHG 



4,945 

4=579 

4=715 

4=441 

9,660 

9=020 

Total 

690 

CO 

6,544 

6,068 

5=050 

4=740 

12,284 

1 1 ,486 

In overseas 

79 

79 

1,169 

1,169 

832 

832 

2,080 

2,080 

Total in India and 









overseas 

769 

757 

7=713 

CO 

5,882 

5=572 

14=364 

13=566 


1940 

The Role of the forces sent to the Middle East 

Originally one brigade had been earmarked for the protection 
of the Anglo-Iranian Oilfields in Southern Iran, but as danger to 
Iraq and Iran increased a larger force was contemplated for the 
Middle East. It was considered necessary that a force up to three 
divisions in strength should be based on Basra which would 
operate in conjunction with the air force to the north of Baghdad. 
All these plans were prepared before the collapse of France The 
entry of Italy into the war and the uncertain attitude of both Iraq 
and Iran changed the situation. These later developments had not 
been taken into account when the plans were initially formulated. 
The role for these forces, therefore, was to raise the morale of the 
Government of Iran , to establish a bridgehead at Basra, to be ready 
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to piolcct tlic Vbichn Oil Rcfinco ^ »bot ii,c, uid to dctci 

hostile elements from mtcrruptinq ll)c lines of communicition (L ol 
C) o\crhnd to Pilcstinc 
The 19^0 L‘<p<instQn ^icheme 

In M'ty 1940, It w IS dtcidcci to undcrtikc i consicfci ibic expul- 
sion of the Army in Indn to meet m) iggrcssmn ngamsl its north- 
western frontiers This expansion is is to be earned out initiall> from 
India’s own resources aided b> such assistance m matcnal as might 
be available from overseas Planning for the Middle East also 
continued, and the plan Cot I orce Sabme iias prepared in consultation 
with the W^ar OlTicc and Middle East Command The units to be 
provided from India for this force included one force headquarters, 
one Indian division and complete hncs of communication and base 
units Thus the ‘ 1940 Expansion. Scheme ’ required, m addition 
to the troops necessary for frontier defence, port defence, internal 
secunty and those already earmarked for ov erscas, the ere ition of a 
field army organisation consisting of the following — 

(i) A Jsort/iern Force 

(a) One duisiou on ilic luj^hcr scale of mechanisation (6th Division) 
(h) lv\o divisions on the lower scale of mechanisauon (71)1 and 0th 
Divisions) for duties on the L of C 
(c) Force troops 
^d) Base and L of C units 
(u) I Southern Force 

(a) One mobile division (isl Armoured Division) 

(b) One Infantry division on the Inglicr scale of mechanisation (9th 
Div ision) 

(cj One infantry biigadc on the lower scale of mechanisation (iijrd 
Brigade) 

(cl) Force troops 

(c) Base and L of C units 
(in) General Rcjtrie 

( i) One division on the higher sc ilc ol mccli mis iiion (loih Division) 

(b) Force troops 

(c) Base and L of C units 

It wall be seen that the scheme was designed to produce one 
armoured division, three infantry divisions on the higher scale ot 
mechanisation and two infantry divisions and one brigade on the 
lower scale of mechanisation 

The units to form the infantry divisions were drawn from the 
frontier defence, frontier defence reserve and internal security units, 
their places being taken by new units Units of the mobile division 
(ist Armoured Division) already existed as part of the general reserve 


7r/Z3i665/H(M) l-/qo76/H 
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The commitment of medical units under this expansion scheme 
■was as follows : — 

Umts Divisions 



1st Arm- 
oured 

o 

-W 

CO 

23rd Bri- 
gade 

•5 

£ 

u cn 

- 1 s 

Total 

Existing 
units. 
New un- 
its to be 
raised 

Armomed brigade field 










ambulances 

3 


. 


. 

• 

3 

3 

• . 

Field ambulances . 3 


3 

3 

I 

3 

3 2 

18 

3 

15 

Field hygiene sections .. i 

1 

I 

I 

(a) 

I 

I 6 

12 

3 

9 








(a) 


(a) 

Casualty clearing stations i 

I 

I 

I 


I 

I 

6 

3 

3 

British staging sections i 

I 

I 

I 


I 

I 

6 

4 

2 

Indian staging sections 2 

2 

2 

2 

. 

2 

2 

12 

7 

5 

Depot medical stores . i 

I 

I 

I 

. . 


I 

5 

3 

2 

Field laboratories * i 

, 

. 

I 


. 


2 

2 

. 

Anti-malaria units i 


, 

I 

, 


I I 

4 

. 

4 

British convalescent depots i 



I 



I 

3 

2 

I 

Indian convalescent depots i 



I 



I 

3 

2 

I 

Mobile X-ray units i 

I 

I 

I 


I 

I 

6 

2 

4 

X-ray units 2 

2 

2 

o 


2 


10 


10 

Total 1 6 

12 

12 

i6 

I 

1 1 

13 9 

90 

34 

56 





(a) 



(a) 


(a) 


(a) plus one sub-section. 


It is evident from the above that the total commitment was ninety 
medical units and one sub-section field hygiene section which in- 
volved the raising of fifty-six medical units and one sub-section of a 
field hygiene section. In addition, twelve headquarters, ninety- 
five Indian and seventeen British sections of general hospitals, at 
the scale of two headquarters, seventeen Indian and three British 
sections for each infantry division and two headquarters, ten Indian 
and two British sections for the armoured division, were to be raised. 
Also personnel had to be provided for thirteen motor ambulance 
sections ; two each for the divisions and one unallotted, and force 
and divisional headquarters and other non-medical units 

The dates by which full war establishment for the medical 
units of the above divisions was to be embodied and ready are given 
below — 


Division 


9th 

1st Armouied 

loth 

8tli 

6th 

7th 

23rd Brigade 
Unallotted umts 


Date full ■war establishment to be 
embodied 

I December 1940 
15 January 1941 
15 March 1941 
15 May 1941 
15 July 1941 
1 5 September 1941 
15 July 1941 

15 March to 15 October 1941 


Date ready 


February 1941 
March 1941 
May 1941 
July 1941 
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\o dimcultv IS inttcipnicd rcmrdmi, llic proMsitm of mcdtcd 
iKRouncl CNCcpt in the c'lsc of RAMG ofTiccrs ind otlicr nnks, ulio 
were to come from the United Kitnjdont or who were to be recruited 
in Indn Trom tlic \nglo-Indnn communtt), uid 'issi^tint surgeons 
IMD who were to be replaced in the field medical units b> RAMC 
officers, if 'iMilablc 

Ihc supply of equipment was IiUK to nnsc some dcliy in 
the formation of the units " 

Ihc steps taken to meet the growing demand for medical perso 
nncl lia\c already been discussed m the prc\ious chapters Imddition, 
osving to the shortage of RAMC officen instructions were issued 
to all commands on 19 July 19 jo, lint IMS officers would be em- 
ployed to fill the \acancics 111 BMlIs and British general 
hospitals (BGHs), and that maximum use would be made of the 
assistant surgeons’ branch of the IMI) On 26 July 19 jo, com- 
mands were informed that u s\as the general polio to accept the 
sen ices of any medical practitioner who volunteered to work in 
military hospitals in art honorary capacity 

During \\orM War I it was found unsatisfictory to give charge 
of wards m the hospitals to civil medical pnclitioncrs, for tlic reason 
lint owing to their private practice they were often unable to perform 
their duties regut trly It was considered, however, that full use 
should be made of civil medical practitioners to assist in any emergency 
or help at any operation or where their sen ices were required in a 
specialist capacity or as consultants Lvery opportunity was, there- 
fore, to be offered to them to help m these ways A review was also 
made of the possibility of replacing a portion of the male staff in 
BMHs by the employment of women and, where possible, such 
rcplaccmcnti were earned out 

On 9 August igjo, m response to a further request for help, 
India offered four infantry divisions and one armoured division for 
semcc overseas during 1941 These divisions were to be taken 
from the formations being raised under the * rgyo Lxpansion Scheme ’ 
and were to be replaced therein by new divisions The divisions 
selected were the 6th, 8th, gih and loth Infantry Divisions and the 1st 
Armoured Division The raising of tficsc divisions was accelerated 
so that the medical units required had to be raised two months earlier, 
than was ongmally planned The British Government, howc\cr 
accepted four infantry divisions and in heu of the armoured division 
asked for one motor cavalry bngidc and one extra infantry division 
Based on the above requirements the new ‘ 1940 Expansion Pro- 
gramme was issued m September ipyo 
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This programme included the following medical units : — 


Field ambulances . ... . .21 

Field hygiene sections . 1 2 

Sub-section field hygiene section . .. i 

Casualty clearing stations 3 

Staging sections . . . .12 

General hospitals . 8 

Convalescent depots 4 

Reserve base depot medical stores i 

Depot medical stores 4 

X-ray units . . 2 

Mobile X-ray units ... 5 

Field laboratories .. 2 

Anti-malaria units . . 4 


Total ... . ... ... 79 


The programme of raising the divisions was as follows . — 


August to Decem- 
ber 1941 

Februaiy 1941 


9th Infantry Division non-divisional troops May 1941 

I oth Infantry Division non-divisional troops Jnly 1941 

8th Infantry Division "1 

6th Infantry Division > 

Base and L of C units J 

3rd Motor Cavalry Brigade 

When the above programme was completed the following additional 
units weie to be raised for the defence of India : — 

1st Armoured Division 
7th Infantry Division 
23rd Infantry Brigade 

Replacements of the gth, loth, 8th and 6th Infantry Divisions 
Base and L of C units. 


It soon appeared that the ist Armoured Division was likely 
to be raised in March 1941, earlier than demanded by the British 
Government.® 

The medical units required to complete the order of battle 
were to be found as under ; — 

(a) ‘ 1 940 Expansion ’ Ordei of Battle Divisional medical units of 
9th Division {Capable), 10th Division {Sybil), 8th Division and 
6th Division {Sabine) andsrdMotoi Brigade {Assurance) 

A number of non-divisional units including additional hospital 
beds in India foi overseas casualties. 

(b) New units which could not be found from (a) above or be spared 
from frontier defence in the absence of immediate replacements. 

(c) Units alieady on order for Sabine. 

(d) Units for Sybil. 

Units m (a) above required replacement while those in (b) weie to 
be laised 
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The number of medical units of each categor> Mas as follows 

(^) 

To be 
replaced 


Unit 


50 

5 


Field ambulances 
Motor brigade field ambulance 
Field hygiene sections 
Casualty clearing sections 
Staging sections 
General hospitals — 

Headquarters 
Indian sections 
British sections 
Dental sections 
Hospitals m India for overseis casualties — 
Headquarters 
Indian sections 20 

British sections 1 

Convalescent depots 
Ambulance trams 
Base depot medical stores 
Depot medical stores 
Hoapital ships 

River sick convoy (Inland nater transport) 

X-riy units 

Mobile X ray units 

Field laboratories 

Anti malaria units 

Total 


(b) 

New 

units 


lotal 


68 


By the end of 1940, the military formations that had been raised 
were as follow s — ‘ * 


Formation 

5th Infantry Division (from Deccan 
Distnct) 

ist Armoured Division 
gth Infantry Division 
7th Infantry Division 
8th Infantry Div ision 

Other re organisations vvhi 
tions were as follows — 


Datt raised 

\ugust 1940 
I September 1940 
15 September 1940 
I October 1940 
15 October 1940 

took place m the military forma- 


(ij Deccan Force became 4th Infantry Division m February 1940 
(ii) 3rd Cavalry Brigade became 2nd Armoured Brigade in April 1940 
(ill) 1st Cavalry Bngade became ist Motor Brigade in August 1940 
and 1st Armoured Bngade in December 1940 


THE PERIOD RElimRED TO ORGANISE AND TRAIN THE FIELD MEDICAL 
UNITS 

The minimum penod required by the different types of units 
to organise and train before being called up to proceed overseas on. 

*®F/Z ai55o/H(M) “ Statistical Review of Personnel Army of India Vol lit 
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During the year 1940, forty-three field medical units were raised 
forty-two were mobilised and the exapanded establishment of the 
medical services on 31 December 194®^ follows 


OfEcen Other ranlca Others Total 

tn India Author! Actual Authori Actual Authori Actual Authon Actual 



sed 


sed 

IMS 

8.0 

709 


RAMC 

255 

221 

> 397 

ADC 

IMS (recalled) 

26 

29 

39 

and AIRO 
QAIMAS and 
tiAMNS(I) 

IMNS 

hlatrons (military 
families hospitab) 

AINSB. 

IVAS 

IMD 

>35 

>35 


Assistant surgeons 
Sub assistant sur 
gcons regular 

Sub assistant sur 
geons reservist 
recalled 

Sub-assistant sur 
geons emergency 
IHC 


44 

241 

4>3 

9 > 

59 > 

9 370 

Total (in India) 

I 261 

I >38 

12 >42 

In Overseas 

217 

217 

3 8or 

Total 

I 478 

>»355 

>5 913 



— 


820 

709 

> 044 



>>6 o 2 

I 265 

5> 



^5 

80 




>35 

>35 


265 

a>3 

265 

21J 


47 > 

75 

47* 

75 


86 

37 

86 

37 


200 

26 

200 

26 


350 

5 

350 

5 

236 



266 

280 

413 

12 

12 

425 

425 

61 



9> 

61 

4>2 


8844 

59> 

412 

10 133 

6031 

>5 401 

18,977 

12.350 

7 4>5 

9 212 

20 818 

22,700 

3 Sox 

2 171 

2,171 

6 189 

6,169 

16,151 

9586 

>1.383 

27 007 

28,889 


Medical personnnel accompanying the medical units sent over- 
seas totalled 4,340 ' 3 which included 588 medical officers 

In Decemer 1940, medical commitments, immediate and future, 
were visualised as follows — 

First commitment Priority was given to the overseas commit- 
ment 1 e the raising of the lollowing divisional and non divsional 
units for the divisions offered to the British Go\ ernment, which were 
to be raised in 1941 — 

Field ambulances 
Field hygiene sections 
Casualty clearing stations 
Staging sections 
Medical detachment 


1 Mb olBctrs 
BAMC officers 
Assistant surgeons IMD 
Sub assistant surgeons IMD 
Lady nurses for British troops 
Ladv nurses for Indian troops 
R \MG other ranks 
IHC other ranks 
Total 

F// a-hfly/HCM) 


=96 

26 


4 

23 


3623 
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\ alue of mobile troops. A force of three motorised infantry battalions 
played an important part in holding the Libyan-E^ptian frontier 
for several months against numerically superior Italian forces, and 
such battalions %vere known to be doing invaluable work Math the 
armoured division. The north of Palestine was also suitable for the 
emplo)Tnent of mechamsed troops who might also be used for rapid 
reinforcement of Iraq by the Haifa-Baghdad road. These factors 
necessitated active planning for the Indian armoured formations. •' 

During this penod not only ^vas Afghanistan still threatened but 
the danger of a conflict \vith Japan ^vas also in sight. Additional 
coastal defence measures had to be taken and the eastern frontier 
protected. India was also gro%ving m importance as a vital centre 
for the war effort Troops in the Middle East and the Far East had 
to rely largely upon her for their maintenance. She was, therefore, 
obviously a target for attack and her security ivas of the greatest 
importance Shortly after the ‘ 1940 Expansion Scheme ’ was 
launched, India was asked to send the bulk of the forces of the ‘ 1940 
Expansion ’ overseas in 1941. It was obidous that all units which 
were included in the ‘ 1940 Expansion Scheme’ if sent overseas must 
be replaced. The provision of these units, together "with the require- 
ments for replacement for a large number of umts that had been sent 
overseas necessitated intensive forward planning. Consequently a 
new Defence Plan known as the “ Expansion Plan for 1941 ” or “ 1941 
Replacements ” was prepared in March 1941.^^ 

Under the “ 1941 Plan ” for the defence of India, in addition 
to the normal garrison, five divisions (7th being included in the 
‘ 1940 Expansion Scheme ’) were required as follows : — 

(1) For Northern. Command frontier defence and frontier defence 
reserve — one division (7th) on the loiver scale of mechanisation 
and one division (35th — ^in replacement of 8th) on the higher 
scale of mechamsation for mobile operations. 

(11) For Western (Independent) District frontier defence and frontier 
defence reserve — one division (31st — ^in replacement of 9th) on 
the higher scale of mechanisation for use in a mobile role. 

(ill) For general reserve — ^two divisions (33rd — in replacement of 6th 
and 34th m replacement of loth) on the higher scale. 

Another division (32nd) was also required as War Office reserve. 
The general reserve divisions were required to reinforce the defences 
in North ^Vest and North East India, to defend other areas in India 
and to reinforce forces already allotted to internal security roles. 

Plans were also finalised in March 1941, for the maintenance 
of such forces as might be despatched to Iraq. The first object was 
the protection of the Anglo-Iranian oilfields and for that purpose one 


'7 F/Z-22363/H(M) 

'a r/7.22si<l/HfM), r/28/H, r/giifi/ll 



MOnir ISATION 


165 

diMsiou plus bisc md L of C units [force 5 jAi/-roth Infinlry Division) 
were to be cmplovcd In the event of commitments m Inq incrcnsing 
so '\s to cover not onl> protection of the oilfields but 'ilso the vvholc 
of Inq, three dmsions plus bisc nnd L of C troops-— 
including Sybil 'md Clh and 8th Infxntr) Divisions— /errr Su^) 
were to be cmplo>cd Arm> Hc'idquirtcr? (Indn) wis responsible 
for the collection and despatch of such units of these forces 'xnd 
reinforcements as were to be provaded from India 

TIic administrative and consul l4ant medical staff for the force 
was assigned as follows — 

DDMS (Bnqadicr) \DMS DADMS VDDS 

\DH ADP SC CPM 

Consultants (milanologist, phjsicnn, surgeon, ophihalmolORiM, 
psychologist, dermatologist and consultant m tropical diseases) 

Headquarters LoJC Area Sahine Headquarters LoJC Sub area ^ahne 

DDMS \DMS 

VDMS DADH 

DADMS 
ADH 

In April 1941, the German advance in South Cast Europe, 
combined with hostile intrigue in Iraq itself, made the despatch of 
troops there an urgent necessity On 8 Apnl 1941, the Secretary of 
State for India enquired what immediate forces could be sent to occupy 
Basra Indn ofiered and diverted to Basra the nucleus of the loth 
Infantry Division (f tree Sybil) with the 3rd Field Regiment and the 20th 
Infantry Bngadc and some ancillary troops then embarking at Karachi 
for Malaya The medical units that were thus rushed to Iraq in- 
cluded two field ambulances, two field hygiene sections, two combined 
general hospitals, one depot medical stores, one X-ray unit, one anti 
malaria unit, and one field laboratory 

The role of Force Sabine had also been made clear and firm by 
that lime on the basis of the Basra Base Reconnaissance Report, 
April 1940, and the report of the Cairo Conference, Apnl 1941 The 
object of the force was the protection of the Anglo Iranian Oil 
Company’s oilfields and the refinery at Abadan, the protection of 
RAF bases and the air route m Iraq, the control of land communica- 
tions to Turkey via Mosul, the control of the Kirkuk oilfields and the 
pipeline towards Haifa, the occupation and protection of aerodromes 
to the north of Iraq which might be utilised for an attack on the Baku 
oilfields, the safeguarding of the Turkish right flank in the Caucasus 
by a force located north of Mosul and the prevention of German 
advance through \natoha mto Iraq Since the whole of Force 
Sabine WHS likely to take some months to reach the Iraq area, the 
more limited object to be attained by anv portion of the force in that 
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area was to be defined at the time of despatch. The total maximum 
force envisaged in this project was a corps of three infantry divisions 
plus base and L of C troops. India was responsible for determining 
the composition of the force and for its provision. It was similarly 
responsible for supplies and stores. Control was to be exercised by 
the G-in-G, India, under the War Office and in close collaboration 
with the G-in-C, Middle East. 

During this period portions o^Foue Sybil had been despatched 
or weie to be despatched under the following programme : — 

First Echelon — Converse I — This consisted of Force Basin — one 
brigade. It had already arrived at its destination by that time. 
No medical units accompanied this force. 

Second Echelon — Convene II — This echelon had sailed by that 
time. Certain medical units accompanied this force. 

Third Echelon — Cling — This also contained certain medical units 
and was to be ready to leave mobilisation stations on 26 April 1941. 

Fourth and Fifth Echelons — Coder — These echelons were to com- 
plete Force Sybil ex-India with the exception, as far as medical units 
were concerned, of ‘ Y ’ Hospital Detachment. The following medical 
units were included in Coder : — 


Field ambulance . . i 

Field hygiene section . . i 

Casualty clearing station . i 

Staging sections 6 

Combined general hospital (headquarters five Indian and 

one British sections) i 

Combined general hospital (headquarters one Indian and 

one British sections) i 

Convalescent depots . , 3 

X-ray unit i 

Mobile X-ray unit i 

Anti-malaria unit i 

Total 17 


The time factor was of great importance in completing the 
medical units for these forces. The extent to which Force Sabine 
could be maintained depended on the dates by which the medical 
units of Force Silas had to be raised. Efforts were then made to raise 
medical units to complete a group of non-divisional units for one 
division of Force Silas (8th Infantry Division). The balance of Force 
Silas was not likely to be raised until September/October i 94 ^‘ The 
raising programme of medical units was revised and was planned to 
produce medical units much m advance of the target previously fixed. 
Owing to repeated acceleration of the programme m the past it had 
been quite impossible to build up a reserve and reinforcements at 
4 per cent, per month. 

In July 1941, a new order of battle for Force Sabine was drawn 
up to meet the existing situation m Iraq which differed considerably 
from that envisaged when the original order of battle was initially 
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dnwii up Mcdicil Lommitmcrtts under the new older of battle were 
ns follows — 


Unil 


Total Already seat To be 
required oiersens or rat red 

raised 


Light field nmbnhncc 

Field -imbuhnccs 

Fjcld hygiene sections 

Cnsiiah) clcinng sintions 

Staging sections 

General hospitils (combined) 

General hospitals (Indian troops) 

Section general hospitals 

Hospital detachments 

Comalcscent depots 

Ambulance trams 

Hospital ships 

Base depot medical stores 

Depot medical stores 

Dental units (British troops) 

Dental mechanic units 

\ ray units 

Mobile X ray units 

Field laboratories 

Anti malaria units 

Ophthalmological unit 

Surgical unit (ENT) 

Total 


10 

R 

3 

21 

14 

4 

2 

9 

3 


3 

2 

9 

3 
1 1 

2 


b 

3 

1 

7 

5 


1 


4 

5 

2 
*7 

9 

3 


5 

3 

r 


7 

10 


120 39 Oi 


^Vlth the issue of the altered order of battle the raising pro- 
gramme for medical units was also revised ind accelerated 

The expansion earned out and planned up to April 
1941, uas 1941 Expansion *, which consisted of the ist and 
2nd Armoured Divisions and the 6th, 7th, 81I1, gth and 
lOth Infantry Divisions All these were pnmanly intended for the 
defence of India However, the Bntish Government requested 
India to send the Gth, 8th, gth and loth Infantry Divisions plus 
certain non divisional units with each overseas These forces were sent 
overseas as under — 

gth Infantry Division — f orce Capable — sent to Malaya 
loth Infantry Division — Force S^btl — For the Middle Last 
Gth and 8th Infantry Division — Force Silas — For the Middle East 
The Bntish Government had also asked India to raise a new division 
to be held as War Office reserve This was to be the 32nd (renum- 
bered 17th) Infantry Division The forces sent or earmarked for 
overseas had to be replaced for the defence of India ‘1941 Replace- 
ment’ therefore, consisted of four infantry divisions, the srst, 33rd, 
^th, and 35th, in replacement of the gth, 6th, loth and 8th Infantry 
Divisions respectivelj 
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In April 1941, the C-in-C had provisionally agreed to the 
following target for the expansion of the .\rmy in India in 1942 

V 

(1) One armoured division, assuming that the ist Armoured Division 
might go overseas. 

(ii) Four infantry divisions (36th, 37th, 38th and 39th) on the assump- 
tion that 17th, 31st, 32nd, 33rd and 34th might go overseas. 

‘ 1942 Expansion ’ had, therefore, to be considered in two parts ; — 

(i) Replacement of ‘1941 Replacement ’ ; it was visualised 
that the ist Armoured Division and the 14th, i8th, 23rd (re- 
numbered from 31st, 33rd and 35th respectively) and 34th 
Di\dsions if sent overseas, tvould leave India deficient to 
that extent. 

(li) 1942 Expansion. 

Future commitments amounted to the formation of one armour- 
ed division, four infantry divisions and '1942 Expansion’ of the Army 
in India. 

The medical units including the ‘1941 Replacement’ and 
‘ 1942 Expansion ’ programmes, as finally issued on 30 October 1941, 


numbered 476, as follows-^ . — 

- 

Light field ambulances 

10 

Field ambulances 

••• 37 

Field hygiene sections 

... 36 

Armoured division field hygiene section 

.. I 

Medical detachment for parachute biigade .. 

. I 

Casualty clearing stations . . 

. . 18 

Staging sections 

... 58 

General hospitals (combined) 

.. 18 

General hospitals (Indian troops) . . 

19 

Sections general hospitals 

21(a) 

Convalescent depots 

20 

Ambulance trains 

12 

Hospital ships 

. . ■ 7 

Reserve base depot medical stores 

I 

Base depot medical stores 

I 

Depot medical stores . . . 

10 

Dental units 

. 30 

Dental mechanic units 

- 13 

X-ray units 

30 

Mobile X-ray units 

. 18 

Field laboiatones 

22 

Anti-malaria units 

13 

Ophthalmological units 

20 

Surgical units (ENT) 

20 

Mobile surgical units , . . 

... 40 

Total 

(a) Includes 6 barge sections. 

476 


=“r/Z- 24028 /H{M) 21 r/Z- 24653 /H(M) 
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The dates of readiness of these units were estimated to be far 
behind those of the units of other arms Actually since the beginning 
of 1941, the Medical Directorate had been ashed to provide one 
general hospital for Indian troops (five sections), one convalescent 
depot, two field 1 iboratones and 200 extra hospital beds for the Middle 
East and 200 extra beds for Aden, in addition to the planned commit- 
ments 

This r using programme for the * 1941 Replacement ’ and ‘ 1942 
Expansion* was offset by the shortage of medical officers The 
portion Mas senous The number of IMS officers provided per 
divisional group i c for divisional and non divisional medical and 
non medical units was 122 (106 plus 15 per cent reinforcements) 
Indian divisions in India and overseas were lively to be twelve by 
December 1941 , and by December 1942 twenty In addition to the new 
hospitals provided m India for overseas casualties, most of the older 
ones had greatly expanded to cope with the vastly increased garrisons 
Apart from the Middle East and Iraq, medical personnel from India 
were employed in Aden, Hong Kong, Burma, Malaya, Seychelles 
and West Afnca, and frequent demands for fresh commitments had 
to be met as m the case of anchorages lAF and RIN These were 
mostly «n a small sc ile but they affected the total number which 
kept on mounting If the Iraq/Iran garnson was to be increased 
m 1942 by seven divisions, as was then planned, provision had to 
be made for about 10,000 new beds in India to receive the additional 
casualties Every effort was made to increase recruitment but the 
proposed necessary inducements towards this end were not meeting 
with a favourable response and this fact was a source of considerable 
uneasiness to the planning authonties 

Throughout 1941 the monthly intake of doctors from all sources 
had been below the monthly requirements The programme of 
raising could just be completed up to 31 December 1941, and that 
was possible only by the senous depletion of staff in the hospitals in 
India, which had reached i low level The position then was that 
the Medical Directorate had no reserve for reinforcements for overseas 
units Personnel could not be available for unforeseen demands 
occurfmg so frequently This involved a slowing down of the raising 
programme As a matter of fact it was drastically cut down with 
the result that the raisings in India were far short of requirements 
There were practically no non divisional units in sight for the rgth, 
31st, 7th and 20th Indian Divisions The 14th and 23rd were incom- 
plete and It was barely possible to keep pace with demand for the 
divisional units However, there was a change in the war situation, 
which reduced the number of reinforcements for overseas service 
as none were required for Malaya ^nd Hong Kong and the require- 
ments of Burma could be reduced It was then visualised that, 
lor some time, the field medical units w'hich were to be raised would 
be mainly for the defence of India within her frontiers But the 
equipment position imposed a senous limitation " 
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By the end of ig^i. the niilitar\^ formations which had been 


raised \vere as follows : — 


Divisions 


I oth Infantry Division 

15 January 1941 

6th Infantry Division . . 

I March 1941 

1 1 th Infantry Division (raised m 


Malaya) 

April 1941 

14th Infantry* Division . 

I June 1941 

17 th Light Division . . 

I Jime 1941 

34th Infantry Dn’ision 

I June 1941 

32 nd Infantry Division 

15 September 1941 

I gth Infantry" Di\*ision 

I October 1941 

2 3rd Infantry" Dndsion . . 

I November 1941 

Bngades 


4th Armoured Bngade 

I April 1941 

5th Armoured Brigade 

15 June 1941 

50th Army Tank Brigade (raised in 


Persia and Iraq Command) 

October 1941 

50th Parachute Brigade 

15 October 1941 

I Gth Infantry Brigade (Independent) 

25 November 1941 


(From 1 6th Infantry Brigade already formed in August 1940), 

Other re-organisation in the military^ formations ^vas as follows: — 
I St Armoured Division became 31st Armoured Dn'ision — October 1941* 

1st Armoured Brigade became 251st Armoured Brigade — 10 October 1941. 
4th AiTnoured Brigade became 254th Armoured Brigade — October 1941 
5th Armoured Brigade became 255th Armoured Brigade — October 1941. 
2nd Armoured Bngade became 252nd Armoured Brigade — ^December 1941- 


The follo\\dng medical units were 
patched overseas in 1941 : — 

raised^ 

mobilised 

and des- 


Raised 

Alobilised 

Seni overseas 

Field ambulances . . 

20 

16 

18 

Light field ambulance 

I 



Motor bngade field ambulance 


I 

I 

Armoured brigade field ambulances 

3 

3 

I (a) 

Field hygiene sections . . 

18 

13 

I 

Light field hygiene section . 

I 

I 


Armourd division field hygiene section . 

I 

I 

. . 

Detachments field hygiene section 

3 

3 

3 

Medical detachment Dewas senior 



I 

Casualty dealing stations 

6 

4 

4 

Staging sections 

33 

23 

27 

General hospitals 

27 

22 

24 

General hospital sections 

14 

13 

II 

Convalescent depots 

12 

10 

12 

Ambulance trains . , 

3 

3 

3 

Hospital ship 

I 

I 


Base depot medical stores 

(a) as light field ambulance. 

3 

0 

I 


Statistical Review of Personnel of \rmy of India, Vol TIT, 
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D»*pot mcdicil stoics 
DcntM i»nits 
Dent'll mccluriic unus 
X ny units 
Mobile X ny tmits 
Field laboratories 
Bactcnological labot lUny ’ 
Anil maHna vinil^ 
Oplitlialmological units 
Surgical units (EKF) 
Mobile surgical units 
Total 


5 5 

9 5 

3 • 

17 *4 

3 5 

lb 17 

1 J 

5 4 

} 3 

2 j 

3 ' 

217 175 


4 

5 

2 
12 

3 

15 

1 

4 

2 


1G6 


Thus dunng the year 1941, 217 field medical units tv ere raised, 
175 tv ere mobilised and the strength of the medical personnel on 
31 December 1941, was as follows — 

Oflicert Oihcr rants Others lotal 

Actual^"*'* Acual 


IMS 

i>855 

815 

RAMC 

256 

232 

ADC 

65 

36 

IMS ttccalkdy and MU.O 



IMS (D) 

0 AIMNS and QAMNS (I) 
IMNS 

\(atron (military familm 
iiospitah) 

AINSR 


»5 

IVAS 



tMO 



Assistant Surgeons (BC) 
Assistant surgeons (tC) 


66 

regular 

Assistant surgeons (IC) 
(reservist recalled) 

Assistant surgeons (1C) 



ctncrecncy 

CMPs 

IHG 

Total (in India) 

^ 524 

I 309 

In overseas 

I 006 

I 006 

Total 

3 5^0 

2 315 






» 855 

815 

2.852 

‘.935 



3 *o8 

2 167 

104 

(•3 



169 

99 




24a 

H5 





7« 

‘5 




214 

28^ 

214 



410 

79 

410 

79 



8G 

36 

C6 

36 



aoo 

83 

200 

«3 



350 

82 

3^0 

83 

*75 

«77 



200 

243 

395 

277 

)2 

12 

407 

289 

74 

24 



74 

24 

706 

443 


183 

706 

442 



300 

300 

183 

i9 74« 

17, *49 

*3264 

13 063 

33004 

30,212 

24 046 

ao 067 

14 887 

*3752 

4t 457 

35 *28 

15307 

15307 

t| 066 

1 1 066 

27379 

27 379 

39 353 

35 374 

35953 

24 8t8 

68,836 

62507 


1942 


Ever Since the beginning of hostilities sporadic demands on 
India and the United Kingdom for medical units had been made by 
Burma but these were unsupported by adequate information On 
5 November 1941, Burma reported that the units there were complete 
m equipment but were short of personnel by 50 per cent Subsequently 
Conscription, was adopted The existing headquarters staff consisted 
of a DMS, DADH, DADP and SC The additional staff which was 
then sanctioned included a DDMS, ADMS, ADH, DADP, DADMS 
(stores) and two SCs The medical units at the time included the 
units of Fofcf Belte/^ Force Pugnactousy Force Billow and certain non- 
scheme units 
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The following medical units including the Burma Army units 


were in Burma : — 

Field ambulances . . . ■ 4 

Field hygiene sections . 3 

Casualty clearing stations . 3 

Staging sections . . ^ 2 

General hospitals — Headquaiters . . 3 

Sections I2 

Ambulance trains 2 

Motor ambulance sections 2^ 

Ambulance transport ship . i 

Depot medical stores . . i 

Total • •< 2iJ 


On 27 January 1942, the estimated strength of the foices in Burma 
up to March 1942, was 73,544 Indian and Burmese, 11,709 British 
and 10,000 African troops. The medical organisation comprised a 
section hospital placed on the main L of C and certain field medical 
units to meet the requirements of two small divisions. The percentage 
of hospital beds available was 7 per cent, for Indians/Burmese, 9 per 
cent, for the British and 6 per cent, for Africans. Other medical units 
were to be despatched to Burma in January and February 1942. 

Regarding medical stores the plan was to have a transit shed 
only in Rangoon, a depot medical stores in the neighbourhood of 
Pegu and two advanced depots to be sited one each m the Meiktila 
and May my o areas. When Dimapur base, which was then being 
planned, was established it was proposed to locate a depot medical 
stores there and an advanced depot at Kalewa. 

Additional medical staff consisting of one DADH, one DADMS 
.(personnel), one consultant surgeon and one consultant physician was 
also sanctioned. The post of DADP was upgraded to ADP. The lines of 
communication staff included one ADMS, three DADsMS one attached 
to the ADMS and one each for Rangoon and Upper Burma areas. 

Field medical units existing in Burma .including Burma Army 


units at that time were as follows . — 

Field ambulances . . . . 5 

Field hygiene sections . 3 

Detachment field hygiene section"^ i 

Sub-section field hygiene section . . i 

Casualty clearing stations . 3 

Staging sections . . 2 

General hospitals — Headquai ters 3 

Burmese sections 4 
Indian sections 1 2 

Section general hospitals . 2 

Ambulance trains . 2 

Motor ambulance section . l 

Detachment motor ambulance section . i 

Ambulance transpoi t . . . i 

Depot medical stores . . . . i 

Total . . ... 26 


• (Headquarters and one sub section). 
=tr/6l3i/H{M) 
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By September 1942, tuo (231 d and 25th) of the four (23rd, 
25th, 28th and 36th) 1942 programme divisions Ind been formed 
But the gth and nth Indian Divisions and two brigades (less about 
3200 officers and men) of the 1 7th Indian Division had been lost m 
Malaya and Burma The equivalent of the ‘ 1942 Programme * was 
completed by reconstituting m India the 17th Indian Division and 
forming the 39th Indian Division, the latter mainly from the units 
ex Burma of the ist Burma Division Thus India formed in 1942, 
the 23rd, 25th, 26th and 39th Indian Divisions and reconstituted the 
17th Indian Division the 26th Indian Division was formed in place 
of 28th, and the 17th and 39th Divisions counted against 36th The 
armoured formations planned in 1941, viz ^ two extra armoured 
divisions and three armoured bngades, had been formed by the end 
of 1942, but in Apnl 1943, one armoured division was disbanded 
owing to the shortage of recruits of the right category Having 
completed the ‘ 1942 Target India had raised fifteen field army 
divisions, two armoured divisions and three tank brigades in addition 
to maintaining her full quota of frontier defence, frontier defence 
reserve and internal security troops 

The medical situation in Assam had been i source of acute 
anxiety to the DMS for many months In October 1942, the hospital 
situation in particular and the supply of medical stores in general had 
engaged his attention Transport difficulties and the exceptionally heavy 
monsoon hid been responsible for movement delays, and the Jack of 
senior medical personnel had held up the provision of adequate hospital 
reinforcements Many hospitals had to be raised with skeleton staff only, 
pending the arrival of extra personnel, when they could be completed 
Energetic steps were also taken to deliver stores As for the personnel, 
no visible signs of improvement in the situation were apparent and 
until improvements materialised the general medical situation through- 
out India had perforce to remain critical and disquieting and nothing 
but unspanng and unremitting devotion to duty on the part of all 
medical officers and nurses could avert a medical disaster 

The IV corps had been located in Assam and the following 
medical units were allotted to it — 


Field ambulances 
Field hygiene sections 
Casualty clearing stations 
Staging sections 

Indian general hospitals (headquarters plus one section) 
Combined general hospital (headquarters, five Indian and 
one British sections) 

Combined general hospital (50 beds) 

*CIMH (50 beds) Kohima 

♦Combined Britisli military hospital (87 beds) LcboiiL 
♦CMH (120 beds) Panitoala ^ ^ 

♦CMH (180 beds) Digboi 
*IMH (1,200 beds) Shillong 


0 

5 

5 

8 

3 
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The following medical units including 

the Burma Aimy units 

; in Bui nia . — 


Field ambulances 

4 

Field Ii'i giene sections 

• • • 3 

Casualty clearing stations . . 

. , * * 0 

Staging sections . ... , 

0 

General hospitals — Headquaiteis 

c» 

• * • * 0 

Sections . 12 


Ambulance trains 

0 

Motor ambulance sections 


Ambulance transport ship 


Depot medical stoi cs . . 

I 

Total . . 

21 ^ 


On 27 January 1942, the eslimated strength of the foiccs in Burma 
up to March 1942, was 73,544 Indian and Burmese, 11,709 Bntish 
and 10,000 African troops. The medical organisation comprised a 
section hospital placed on the main L ol C and ccitain field medical 
units to meet the requirements of tAVO small dmsions. The pcicentagc 
of hospital beds available was 7 per cent, for Indians/Burmcsc, 9 pci' 
cent, for the British and 6 per cent, for Africans. Other medical units 
were to be despatched to Burma in January- and February 1942. 

Regarding medieal stores the plan Avas to have a transit shed 
only in Rangoon, a depot medical stores in the neighbourhood of 
Pegu and two advanced depots to be sited one each in the jSIciktila 
and hla\m)0 areas ^Vhen Dimapur base, "which was then being 
planned, ^^•as established it ^\■as proposed to locate a depot medical 
stores theie and an advanced depot at Kalcwa. 

Additional medical staff consisting of one DADH, one DADMS 
^personnel), one consultant surgeon and one consultant physician "was 
also sanctioned. The post ofDADP was upgraded to ADP. The lines of 
communication staff included one ADhIS, three DADshlS one attached 
to the ADMS and one each for Rangoon and Uppei' Burma areas. 

Field medical units existing in Burma .including Burma Army 
units at that time were as follows : — 


Field ambulances . . . 

Field hygiene sections . . 

Detachment field hvgiene section* 
Sub-section field hygiene section ... 
Casualtv clearing stations 
Staging sections . . 

General hospitals — ^Headquai ters 

Burmese sections 4 
Indian sections 1 2 
Section general hospitals 
Ambulance trains 
Motor ambulance section . . 

Detachment motor ambulance section 
Ambulance transport 
Depot medical stores 
Total 


5 

0 

1 
I 


o 

o 




O 


o 

0 

1 
I 
I 
I 

26 


* (Hendquarters and one sub sccuon). 
r,6i3i/H(M) 
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Bv September 1912, two (23rd ind 25th) of the four (23rd, 
asth, 28th and 36th) 1942 programme divisions Ind been formed 
But the 9th and nth Indian Dinsions and two brigades (less about 
3200oiricers md men) of the 17th Indian Division had been lost in 
Malaya and Burma The equivalent of the * 1942 Programme* was 
completed by reconstituting in India the 17th Indian Division and 
forming the 39th Indian Division, the latter mainly from the units 
ex-Burma of the ist Burma Division Thus India formed m 1942, 
the 23rd, 25th, 2Gth and 39th Indian Divisions and reconstituted the 
17th Indian Division the 26th Indian Division was formed m place 
of 28th, and the 17th and 39th Divisions counted against 36th The 
armoured formations planned m 1941, rz^, two extra armoured 
divisions and three armoured brigades, had been formed by the end 
of 1942, but in April 1943, one armoured divasion was disbanded 
owing to the shortage of recruits of the right category Having 
completed the ‘ 1942 Target India had raised fifteen field army 
divisions, two armoured divisions and three tank brigades in addition 
to maintaining her full quota of frontier defence, frontier defence 
reserve and internal security troops 

The medical situation in Assam had been i souicc of iculc 
anxiety to the DMS for miny months In October 1942, the hospital 
situation m particular and the supply of medical stores in genera! had 
engaged his attention Transport difficulties and the exceptionally Iicav y 
monsoon had been responsible for movement delays, and the lack o! 
senior medical personnel had held up the provision of adequate hospital 
reinforcements Many hospitals had to be raised w ith skeleton staff only, 
pending the arrival of extra personnel, when they could be completed 
Energetic steps were also taken to deliver stores As for the personnel, 
no visible signs of improvement in the situation were apparent and 
until improvements materialised the general medical situation through- 
out India had perforce to remain critical and disquieting and nothing 
but unspanng and unremitting devotion to duty on the part of all 
medical officers and nurses could avert a medical disaster 

The IV corps had been located in Assam and the following 
medical units were allotted to it — 

Field ambulances 

Field hygiene sections t- 

Casualty clearing stations r 

Staging sections g 

Indian general hospitals (hcadquarlci s, plus one section) q 
Combined general hospital (hcadquartcis, five Indian and 
one Biitish sections) 

Combined general hospital (50 beds) , 

»GIMH (50 beds) Kohima 

I' “■'■•’'■yhosp-ul (87 bLds) Lebong , 

*CMH (120 beds) Panitoala ^ ^ b 1 

♦CMH (180 beds) Digboi * 

*IMH (1,200 beds) Shillong * 


»5 r/9076/H 
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(300 beds) Shillong . . . i 

Convalescent depots . . 3 

Depot medical stores . . , . 1 

Dental units 2 

X-ray unit . . . . i 

Mobile X-ray umts . 3 

Field laboratories . . . 2 

Anti-malaria units 7 

Mobile surgical units . , . -3 

Total . . 57 

’"Static units. 

Other units which were earmarked to join the coips by 
November 1942, were as follows : — 

Field ambulances .... 3 

Field hygiene sections . 3 

Bearer companies . . .2 

Casualty clearing stations 2 

Staging sections (combined) . 4 

General hospitals — Headquarters 4 

Indian sections 25 
British sections 5 

Convalescent depots 2 

Base depot medical stores i 

Depot medical stores . 2 

Mobile X-ray units 2 

Mobile surgical units 3 

Field transfusion units 2 

Base transfusion unit . i 

Total . . . 31 


In 1942, during the campaign in Malaya the following medical 


units were captured by the Japanese intact : — ^7 

Field ambulances (Nos. 15, 16, 18, 27, 28, 36, 38, 40 and 43) 9 

Field hygiene sections (Nos. 5, lo, 13 and 29) 4 

Casualty clearing station (No. 5) . i 

Staging section (No. 2) . . i 

General hospitals (Nos. 12, ig, 27 and 40) 

Headquarters . . . 4 

Indian sections 29 

Geneial hospitals (combined) (Nos. 17 and 20) — 

Headquarters 2 

Indian sections 10 
British sections 2 

Section general hospitals (‘ A ’ and ‘ B ’) 2 

Dewas senior medical detachment i 

Convalescent depots (Nos 1 and 2) 2 

Depot medical stores (No 8) . . i 

X-ray units (Nos 7, 8 and 22) 3 

Bacteriological laboratory (personnel only) (No. 20) . i 

Anti-malaria units (Nos 5 and 6) 2 


Total 


33 


=6 F/629i/H(M). 


=7 F/9076/H 
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The stile of medic-il units tint scncd \Mlh the Ann) in liutmi 
consequent on the rclrcit from there sms is follot« - 


SlaU of perso'irel 
copiuud 


/ qtitpn ffit 


13 Light Field Ambulance 

1 Burma Field Ambulance 

rc\s 

None 

Majorit\ 

Some 

2 Burma Field Ambulance 

I c^\ 

None 

57 Field Ambulance 

None 

None 

39 Field Ambulance 

None 

None 

23 Field Ambulance 

Majority 

Sotnr 

37 Field Ambualncc 

Majority 

Some 

30 Field Ambualncc 

Majority 

Some 

I Burma Field Hygiene SccUon 

rc^^ 

None 

2 Burma Field H^gmc Section 

Txication tniKtumn 

3 Burma Field Hygiene Section 

Majority 

None 

22 Field Hygiene Section 

Mijonty 

None 

I Burma Casualty Clcanng Station 

Few 

None 

2 Burma Casualty Clearing Station 

I ca\ 

None 

4 Casualty Clcanng Station 

Few 

None 

8 Casualty Clcanng Station 

Feu 

None 

1 Burma Staging Section 

2 Burma Staging Section 

I Location unknown 

2 British Staging Section 

I c\\ 

None 

16 Indian Staging Section 

Most 

None 

31 Indian Staging Section 

Some 

None 

59 Indian General Hospital 

1 cu 

None 

41 Indian General Hospital 

Half 

None 

60 Indian General Hospital 

Few 

None 

Nos I to 8 Burma General Hospitals 

Location 

of Nos I, 5 and t> 
Some personnel of 

Base Depot Medical Stoics 

unknoun 
3, 7’ind 8 


Nunc 


13 Depot Medical Stores 
10 Mobile X ray Unit 
1,2 and 3 Field Laboratories 
7 Anti Malaria Unit 
2 Opthalmological Unit 
2 Surgical Unit (ENT) 

Headquarters Burma Detachment IU\MC 
Headquarters Burma Hospital Corps 

‘ O Ir General Hospital 

a Section, Indian General Hospital 

Burma Corps were clSwtlTcfrcctf^^^^ and the Hendqu irtcrs II 

quarters and Burma Brigade from ! I '''''' «'■ 

Be 1st Burma Division and th^^^ , 

*Be 39th Indian Division and tb were rcdcsi^n'xtcd 

on and the 106th Indian Infantry RnK^dc 

*® F/e-ST/HCM) 


r/6a75|H(M) 
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Militaiy formations raised in 1942, were as follows 3 ^ 

20th Infanti y Division •• 15 March 1942 

26tli Infantiy Division . . _ . 20 March 1942 

39th Infantry Division (foi med fi om i st Bui nia Division) 3 J une 1 942 
43rd Armoured Division . . • 4 July ^ 94 ^ 

25th Infantry Division . • i August 1942 

2nd Infantry Division (formed in Persia andiraq Command) August 1 942 
36th Infantry Division .. . • 25 November 1942 

1 2 th Infantiy Division (formed in Pei sia andlraqCommand) December 1942 
75th Infantry Brigade (Independent) .. • i April 1942 

10th Motoi Brigade ... . . 2 May 1942 

267th Armoured Brigade . 3 ^^942 

26th Infantiy Brigade (Independent) (formed from 

alieady existing 26th Infantry Brigade) ... July 1942 

Other re-organisation that took place in the military forma- 
tions during 1942, was as under ; — 

251st Armoured Brigade became 251st Tank Brigade- 10 September 1942 
254th Armoured Brigade became 254th Tank Brigade- 10 September 1942 


The following medical units 

were raised^ 

mobilised 

and sent 

overseas in 1942 : — 

Raised 

Mobilised 

Sent overseas 

Field ambulances 

30 

32 

8 

Light field ambulances 

7 

7 

3 

Field ambulances (light division) 

.. I 

I 


Medical parachute field company 
Field hygiene sections 

I 

12 

14 

2 

Light field hygme sections 

2 

I 

I 

Beaicr companies 

4 

2 


Casualty clearing stations 

10 

10 

2 

Staging sections 

22 

32 

3 

General hospitals 

27 

29 

10 

Hospital detachments 

3 

3 

3 

General hospital sections . , 

4 

5 

3 

Convalescent depots 

17 

14 

2 

Ambulance trains 

22 

17 

4 

Independent waid coaches 

5 

5 


Hospital liver steamers 

12 

12 


Hospital ship , 

I 

I 


Base depot medical stoics . 

0 

3 


Depot medical stoics 

6 

5 

2 

Dental units . . 

23 

27 

1 1 

Dental mechanic units . , 

7 

6 

4 

X-iay units 

. 10 

1 1 

2 

Mobile X-ray unit 

5 

5 


Field laboi atones 

9 

4 

I 

Anti-malaria units 

20 

21 

10 

Ophthalmological units 

6 

6 

5 

Surgical units (ENT) 

7 

7 

5 

Mobile surgical units 

4 

6 

3 

Base tiansfusion unit 

I 

I 

I 

Venereal diseases centie (war lole) 

I 

I 

I 

Total 

281 

288 

86 


3° Slalisiical Review of Personnel, Army of India 


i 
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During (lie )c^^ 1942, 281 mcdicil units ^^clc i used ind 288 
were mobilised The strength of the mcdicil services on 31 
December 1942, was as given below — 

Ofiicen Other Rinkj Others total 


In India 


IMS 

RAMC 

ADC 

IMS (recalled) 
and AIRO 
IMS(D) 

Nunes (KT) 

Nunes (IT) 

Matrons (Dntish 
family hosnitab) 
CMPs 
Graduates 
Licentiates 
IMD 

Assistant surecons 
(BC) 

Assutanl surgeons 
(IC) regular 
Assotant surgeons 
(IC) (reservists 
recalled) 

Assistant surgeons 
(IC) (emergency) 
Compounden 
Laboratory assis* 
tants 

Radiographers 
Male nuncs {\S Os 

Total (In India) 
Ovencas 
Total (In India 
and Oveneas) 


ithon 

led 

Actual 

Aiithon 

5«1 

Aclui! 

Aiithori 

led 

Actual 

Authon 

Actual 

I 3'’4 

lOb 

1,626 

1,007 

O7 

4»43t 

>«3 

4,002 

172 



».3'*4 

1,6-6 

5 ^ 

2j9 

24j 

loj 

ijO 

*>5 



I 3»3 

2,8 10 

483 

l|20j 

2|5 

lOJ 

1.383 

2,810 

150 

*15 

483 

>.205 





86 

36 

86 

36 





}fXl 

JOO 

287 

IJO 

41x1 

JOO 

-n? 

140 

24 

H 

2(0 

ija 



-61 

2.3 




312 

12 

12 

12 

3j1 



" I,Mb 

4« 

562 

290 



I tib 

1‘ 

u6- 

290 




4 

1 




4 

t 

2927 

1 084 

3009 

844 

100 

2j4>4 

3>i487 

1 1,626 

16 

2 j 910 

3G517 

I2,IOj 

22 369 
27 360 
10,271 

2I,90> 
24 o6j 

9 7G7 

1CK> 

47.783 

6 *.774 
22 981 

tb 

47 849 
58 590 
22,716 

4 on 

3853 

43.113 

43 622 

37.631 

33 8ji 

O4.7JJ 

81,306 


*943 

for Ind considci ibly inciciscd, 

threat on her cast t ’ prcpircd to ficc the Japanese 

most important n? became the 

for which a comS^^Uce demanded long term planning 

the capacity of S o ^PP°'"tcd to ascertain facts relating to 
modate, mLe and trn?n provide, receive, maintain, accom- 

m the cast This nUnn ’ land and air forces necessary for war 
additional divisions approximately five 
units, m addition to the cx^ ancillary and administrative 

It was consequently dccid^ »L^°/T 'administrative installations 
un the basis\t a Ll term planning should be 

An order of battle was hnown as thirty-three division target 
exponent of it was m January 1943 The medfcal 

the position in the field unul generally m the holding units, though 
neld units was satisfactory In February 1943, 



178 


ADMINISTRATION OF MEDICAL SERVICES 


it was also decided to amalgamate the 32nd and 43rd Indian Aimoured 
Divisions to form the 44th Indian Armoured Division. The amal- 
gamation was to be completed by i May 1943.^' 

Headquarters Indian Expeditionary Force was formed with 
effect from 18 Maich 1943. Medical units allotted to the force 
were — 

Field ambulance i 

Field hygiene section i 

Casualty clearing stations , 2 

Anti-malaria unit . i 

The administrative medical staff for the foice was one ADMS 
and one SG(M ).33 In April 1943, a DADMS was added to the 
staff. In June 1943, the staff was increased and included DDMS, 
ADH, two DADsMS, DADM and SC. 

In March 1943, a revised target for medical units was drawn 
up According to this target the total liability with regard to medical 
units including ‘ Long Term Planning ’ and other requirements in 
India, the total assets and deficiencies were as follows : — 


Unit 

Liabilities 

Assets 

Deficiencies 

Field hygiene sections 

26 

9 

17 

Casualty clearing stations 

17 

12 

5 

Staging sections (combined) 

55 

40 

15 

Convalescent depots 

48 

29 

19 

Ambulance trains 

26 

19 

7 

Hospital river steamers 

13 

8 

5 

Hospital ships 

8 

8 


Reserve depot medical stores 

3 


3 

Transit depot medical stores 

5 


5 

Base depot medical stores 

9 

4 

5 

Depot medical stores 

14 

6 

8 

Sub-depot medical stoies 

14 


^ 14 

Dental units 

73 

31 

42 

Dental mechanic units 

34 

15 

19 

X-ray units 

49 

18 

31 

Mobile X-ray units 

17 

7 

10 

Field laboratories 

29 

14 

15 

' Anti-malai la units 

100 

25 

75 

Ophthalmological units 

13 

4 

9 

Surgical units (ENT) 

15 

7 

8 

Mobile surgical units 

17 

6 

1 1 

Base tiansfusion units 

6 

6 


Field transfusion units 

15 

1 5 


Maxillo facial units 

9 

\J 

7 

2 

Neoro-surgical units 

8 

8 


Total 

623 . 

298 

325 


It is thus seen that the deficiency amounted to 325 medical 

units. 


3' F/6347/H(M) 32 F/6357/H(M) 

33 F/23I5/H(M) 34 F/6io6/H(M) 
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Important changes occurred in 1943, m the organisation of 
commands and in the formation of the forces to fight the Japanese 
in South East Asia ‘ Long Term Planning target could not, 
therefore, remain the basis of planning for long It was reused in 
Auimst 1943, and the target date for readiness was fixed at i October 
1044 Meanwhile it ivas considered necessary that India should 
maintain tiio additional divisions and authont> was accorded m 
ScptcmbcT 1943, to the planning on the basis of the folloivmg twenty- 
five divisions and 154 RAF squadrons and thirty Fleet Air 
squadrons, of which twenty divisions had to be provided for by India 


Overseas Operations 

Assault divisions 
Follow up divisions 
One tank brigade 
Airborne divisions 
Total 

Optralim in Burma 
Infantry divisions* 

Long range penetration div isions 
Total 
Reserve 

Armoured division 
Infantry div isions * 

Equivalent division (parchute brigade, 
Burma Brigade etc ) 

Total 

Grand Total 


Divisions 


8 | 


i3f 

5 

2 

7 


2 

44 

25 


•* These seven divisions would comprise five animal and mechanical 
transport divisions, one light division and one West African division 

Meanwhile sanction was given for the raising of a special force 
with effect from September 1943 In October 1943, there was 
reorganisation of command on the eastern frontiers of India The 
Eastern Army was split into the Fourteenth Army and the Eastern 
^ommand The Fourteenth Army covered Assam and portion of 


the same time the plan was to form a Headquarters Armv 
East ^ forces component of the South 

annexed^ ^ommand, the proposed lay out of which was as per chart 





Supreme Command 
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Headquarters Eleventh Army Group was formed with effect 
from I October 1943 The administrative medical staff sanctioned 
for the group was a DMS (brigadier), AT)MS, ADH, ADM, ADDS, 
DADMS, SC (stores) and SC 

The Supreme Allied Commander assumed command of die 
Allied Land Forces, South East Asn with effect from midnight on 
15/16 November 1943 Consequently the land forces comprising the 
Fourteenth Army and Ceylon Army Command including anchorages 
of Addu Attol, Diego Gircn and Cocos, were transferred to that 
command 

Medical units under the command of the Fourteenth Arm) were 
as under — 


IV Corps 


XV Clorps 


If a -an fo s= 2 a I Id Id ! 

-HQ i 


Light /icfd ambulances 
Field ambulances 
Burma field ambulances 
Detachment field ambulance 
Field hygiene sections 
Bearer companies 
Casualty clearing stations 
Staging sections 
General hospitals 
Convalescent depots 
Ambulance trains 
Ambulance coaches 
Hospital river steamers 
Base depot medical stores 
Depot medical stores 
Sub-depot medical stores 
Dental units 
Dental mechanic units 
X Itay units 
Mobile X ray units 
Field laboratories » 

Anti malaria units 
Opbthalroological units 
Surgical units (FNT) 

Mobile surgical units 
Field transrusiQii units 
Army dental centres 
District laboratory at Shillong 
Garrison and detention hospitals 
Sanitary section 
\Iaxdto-facial units 

Total 


7 

»5 


2 20 

4 

9 

li aG 
8 24 
»3 

3 5 

3 3 

M 

* 3 

2 G 
2 2 

2 9 

2 5 

2 10 

3 *1 

3 14 

4 29 

* 3 

* 4 


35 43 5 3 4 


3 4 4 4C 2j8 


r/rj,y/}i(M) r/C3tfi/H(M) r/asnotrifM), r/24o^rt{(M) 
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Additional units allotted to the Fourteenth Army m Novembei 


1943 were: — 

Light field ambulance • i 

Field ambulances . 2 

Field hygiene sections . . 3 

Sanitary section . i 

Casualty clearing station . i 

Geneial hospitals .. 7 

Ambulance tram . ... i 

Hospital carrier .. .. i 

Sub-depot medical stores , 2 

Dental units . . \ • • 5 

Dental mechanic unit . . i 

X-ray units . • • 3 

Mobile X-ray unit . i 

Field laboratory . . i 

Anti-malaria units . . 3 

Mobile surgical units .. . 3 

Total 36 


General arrangements for the concentration of these troops m 
the Fourteenth Army had been made and they were to come under 
the command of the Supreme Allied Commander from the dates 
they crossed the western boundary of the Fourteenth Army. 

There were also certain GHQ^ troops in the Fourteenth Army area. 
These were under the command of the Fourteenth Army for local 
administration only. They were controlled by GHQ^ as part of the 
movement and transportation system which it had been agreed would 
continue to be the responsibility of GHQ,. Medical units in this 
scheme were one field ambulance and one casualty clearing station 
In addition there were also the units of the General Reserve Engineering 
Force, which had been constituted in March 1943, as a GHQ, force, 
with the role of undertaking certain GHQ_ projects and other major 
engineering works in the former Eastern Army^area. All units m 
the force were GHQ^ troops, including those which were then tem- 
poral ily under the command of the IV Crops whilst working on the 
Palel-Tamu Road. Geitain administrative units had been allotted 
to the Fourteenth Army for the maintenance of the General Reserve 
Engineering Force and were to be withdrawn on its general withdrawal. 
The following medical units accompanied the force : — 


Field hygiene section i 

.Staging sections . 14 

Geneial hospital (Indian troops) i 

Anti-malaria unit . i 

Total 


17 
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The following medical units were in Ceylon — 

Field ambulance 
Field hygiene sections 
General hospitals (combined) 

Convalescent depots 
Ambulance tram 
Base depot medical stores 
Depot medical stores 
Dental units 
Dental mechanic units 
X ray units 
Field laboratories 
Anti malaria units 
Total 

Out of these, 4 general hospitals (combined), 3 dental units, 3 dental 
mechamc units i x ray unit and i field laboratory were to be 
ivithdrawn 
Anchorages 

General hospital (combined) i 

Section general hospital (combined) dieted beds (25) i 

Dental unit t 

Field laboratory i 

Anti malaria unit 1 

Total 5 

SEAC was also informed that the Special Force comprising 
SIX long range penetration brigades then under training m India was 
assigned to it for operational purposes The XXXIII Corps 
(less igth and 25th Infantry Divisions) was to come under the 
command of the Supreme Allied Commander, South East Asia, when 
It left India The 50th Parachute Brigade and certain other units, 
which were not required to jom the corps m India were earmarked 
to join It later, if and when required The medical units involved 
were the following — 

V\A/// Corps 
(Indian formations) 


Field ambulances 
Field hygiene sections 
Bearer company 
Casualty clearing stations 
Staging section 
Field hospitals 
Dental units 
Dental mechanic unit 
hlobile X ray unit 
Field laboratory 
Anil malaria units 
Total 


A, 

Sg 

o 




•so -SQ 

"3 3 


4 

ih 


4 

33 
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Units that had been earmarked for the XXXIII Corps and 


not required to join in India were as follows : — 

Casualty clearing stations ... . . . 2 

Malaria forward treatment units . . . 2 

General hospital (combined) Headquarters, seven Indian 

and three British sections .. . . i 

Sub-depot medical store . . ... . i 

Dental mechanic unit ... . . . . i 

X-ray unit . ... ... • • i 

Mobile X-ray unit . . .. .. i 

Field laboratory ... . i 

Ophthalmological unit . . . . ... i 

Surgical unit (ENT) . . ... i 

Mobile surgical units . . . . . 2 

Total .. • • 14 


Special Force was composed of the 14th, 16th and 23rd British 
Infantry Brigades, West African troops and the 77 ^^ 1 1 ith Indian 

Infantry Brigades. Medical cover for iiith Indian Infantry Brigade 
included one dental unit only at that time. 

Military formations which were raised in 1943, were as follows : 
3rd Infantry Division (Special Force) . . 18 September 19^3 

303rd Indian Armoured Brigade (formed in Persia and 

Iraq Command) .. . . ... March 1943 

43rd Infantry Brigade (Independent) (lorried) (formed 
in Persia and Iraq Command from 3rd Motor 
Brigade already existing) . . . April 1943 

40th Infantry Brigade (Independent) (formed in Persia 
and Iraq Command from 40th Infantry Brigade 
already existing) . May 1 943 

g9th Infantry Brigade (Independent) (formed from 99th 

Infantry Brigade already existing) . . July 1943 

90th Infantry Brigade (Independent) (formed in Persia 
and Iraq Command from 30th Infantry Brigade 
already existing) . . , August 1943 

Other re-organisation that took place in military formations during 
^9433 was as under . — 

32nd Armoured Division became 44th Armoured Division 3 April 1943 
43rd Armoured Division was disbanded , 30 April 1 943 

34th Infantry Division disbanded .. July 1943 

14th Infantry Division became training division July i943 

3rd Motor Brigade became 43rd Infantry Brigade . March 1943 

loth Motor Brigade became both Infantry Brigade (In- 
dependent) . . July 1943 

303rd Armoured Brigade disbanded .. 15 August 1943 

1 6th Infantry Brigade (Independent) became 1 1 6th 

Infantry Brigade (Independent) . . December 1943 

251st Tank Brigade disbanded .. . 15 December 1943 

37 F/20055|H(M) 
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Medical units raised, mobilised 

and sent overseas in 

1943 

were as follows — ■ 

Raised 

Mobilised 

Sent 

Field ambulances 

4 

6 

overseas 

Light field ambulances 

2 

3 


Field ambulance (parachute) 

I 

I 


Medical parachute field company 

Field hygiene sections 

17 

I 

20 

2 

Light field hygiene section 

Bearer companies 

2 

I 

4 


Casualty clearing stations 

4 

6 


Staging sections 

23 

20 


Field hospitals 

5 

5 


Malaria forward treatment units 

4 

4 


General hospitals 

16 

*9 


Hospital detachments 

4 

4 

I 

Convalescent depots 

15 

20 


Convalescent depots (combined) 

2 

2 

2(a) 

■ Ofiicers convalescent depots 

I 

I 


Ambulance trams 

5 

10 

I 

Headquarters river steamers 

I 

I 


Hospital carriers 

2 

I 


Reserve base depot medical stores 

I 

I 


Transit depot medical stores 

3 

3 


Base depot medical stores 

4 

4 

i 

Depot medical stores 

8 

9 

I 

Sub depot medical stores 

12 

10 


Dental units 

25 

*9 


Dental mechanic units 

14 

*3 

4 

X ray units 

^9 

21 


Mobile X ray units 

10 

to 


Field laboratories 

16 

21 

I 

Anti malaria units 

61 

55 


Ophthalmological units 

7 

7 


Surgical units (ENT) 

6 

6 


Mobile surgical units 

II 

1 1 


Advance base transfusion units 

2 

2 


Blood storage units 

2 

2 


Maxdlo facial units 

2 

2 


Venereal diseases centres (ivar role) 

3 

3 

3* 

Reception centres (ivar role) 

4 

4 

4* 

Psychiatric centre (w ar role) 

I 

i 

i* 

Total 

3*9 

333 

21 

•Raised by Middle East Command 
(a) Raised by Pcnia and Iraq Command 






administration of medical services 
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During the year 1943, 319 field medical units were raised and 
333 were mobilised and the strength of the medical services on 31 
December 1943, was as follows : — 


Officers Other ranks Others Total 


In India 

Authori- 

Actual 

Authori- 

Actual 

Authori- 

Actual 

Authon- 

Actual 


sed 


sed 


sed 


sed 


lAMG 

4>2527 

2,405 

47,609 

40,03^ 

46,086 

37,221 

97,922 

79.661 

RAMC 


1,304 

6,61 1 

4,912 

. 


6,611 

6,216 

ADC 


69 

141 

133 



141 

202 

lADC 








85 

Nurses BT 





2,215 

992 

2,215 

992 

Nurses IT 





4^347 

1,812 

4,347 

1,812 

Unspecified 

129 

236 

5.326 

4.834 

70 

5,209 

5,525 

10,279 

Total m India 

4>356 

4099 

59.687 

49.914 

52.718 

45,234 

1 16,761 

99.247 

Overseas 

818 

1,099 

9.534 

8,983 

8,367 

7,793 

18,719 

17.875 

Ceylon 

129 

132 

1,467 

1.338 

1,683 

1,547 

3.279 

3.017 

Total 

5.303 

5,330 

70,688 

60,235 

62,768 

54,574 

138.759 

120,139 


1944— August 1945 


With effect from 1 February 1944, forward elements of the 
Special Force were designated the 3rd Indian Division.^® 

By February 1944, the following changes had been made in 
the staff of the Headquarters Eleventh Army Group. 


The DMS was to be a major-general with effect from 15 March 
1944, and the following additional appointments were made : — 

DBMS (colonel) with effect from i March 1 944 
ADP in December 1943. DDDS. 

Consultant physician. DADN. 

Consultant surgeon. DADH. 

Consultant malaiiologist. DADMS (stores). 

Consultant psychiatrist. CPM 

Adviser m venereology. SM. 

Additional ADMS. VAD Liaison Officer. 


The 25th Indian Division, part of the India Command general 
reserve, was allotted to SACSEA, on 25 March 1944, and in conce- 
quence the 19th Indian Division previously assigned was withdrawn. 

By February 1944, the Army troops in India had increased to 
an authorised strength of 2,014,653 (including reinforcements) and 
an actual strength of 1,969,316. These included GHQ, tioops. 
General Reserve Engineering Force, Army troops, IV Corps, XV 
Corps, XXXIII Corps, Special Force, 2nd British Division, one 
armoured division (44th), nine infantry divisions (5th, yffi? 
igth, 20th, 23rd, 25th, 26th and 36th), one West African division 
(8ist), one East African division (iith), one special service brigade, 
(3rd), one tank brigade (50th), seven infantry brigades (14th, i6th, 
23rd, 77 tfij 99f^fij iiith and ii6th), one parachute brigade (50th), 
one Burma brigade (5th), one West African brigade (3rd), lieach 


38 F/239o/H(M) 


39 F/238o/H(M) 
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groups, Roy \l imnncs, line of communic ilion troops general rcbcivc, 
combined tfumng centre, No 3 Reserve Base, No 4 Reserve Base, 
Ceylon, Ocean Bases, frontier defence, internal secunty, port defence, 
training establishments, two infantry divisions (training) (14th and 
39th), one infantry brigade (training) (52nd), schools of instruction 
and general establishments 

It became necessary at this stige to assess Indii*s cxisUiig, 
future and long term position as regards assets on which India could 
count, and liabilities for which she was responsible in respect of all 
types of units which existed It was also necessary to make a review 
of manpower on the basis of the situation disclosed in the assessment, 
and to make demands on the United Kingdom accordingly It was 
therefore, decided m November 1943, to prepare a * Conspectus ’ 
which contained a record of all units, both divisional and non divi- 
sional ot the India Command, a record of units serving in the SEAC 
and a record of Indian units, both divisional and non divisional, 
in other overseas theatres of war The ‘ Conspectus* was issued on 
I January 1944 The deficiencies m respect of Indi in medical units 
against outstanding commitments were as follows — 


Field hygiene sections (non diwsional) 

Staging sections 

General hospitals — Headquarters 

Indian sections 51 

British sections r 1 

Convalescent depots 
Optlialmological units 
Surgical units (ENT; 

IVfobile surgical units 

Total 


5 
4 
1 1 


I 

11 

11 

6 

52 


There w as a surplus ol one bearer company 
The commitment for general hospitals could be partly met 
by anticipated surpluses m certain areas Deficiencies in general 
medical units were not very serious But deficiencies in the specialist 
units were considerable +* 

Simultaneously with the preparation of the ‘ Conspectus ’ it 
was considered necessary to issue a GHQ^ Maintenance Project, the 
object of which was to define the responsibilities of the India Com- 
mand and the administrative arrangements necessary to maintain the 
forces of the SEAC, including naval and air forces, and to define the 
forces, scales of reserves and target strengths to he mamtamed, the 
authonties responsible, the action to be taken by them, the source of 
provision and the channels of demand and supply 

c /r ^ result of these developments, by March 1944, General 
htafr planning had become systematic and had its reaction on medical 
planning also 


F/639o/H(M) 
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In August 1944, the target for 1944/45 comprised the following 
schedule divisions that were already maintained or were to be main- 
tained by India : — 

Total Designation Equivalent 

I. (a) Field army formations divisions 

Infantiy divisions . 10 (2nd, 5th, 7th, 17th, 19th, 

20th, 23rd, 25th, 26th and 
36th} (less one brigade) . 9-2/3 

Tank brigades . 3 (50th, 254th and 255th) . i 

West African divisions . . 2 (8ist (less one brigade) 


and 82nd) . . . 1-2/3 

East African division ... i iith . . . i 

Special Force Long Range Ci4th, i6th, 23rd, 77th, 

Penetration brigades . . 6 1 1 ith and 3rd West African) 2 

44th Airborne Division part 

found by India ... i/S 

Burma Army 2/3 

Independent infantry brigades 3 (ii6th,i50th, 268th Lorried) 1/3 
Infantry brigade . . i 26th . . • i/S 

Total .. ... . . ... .•• 17 

(b) Non-Field force 

East Afi lean brigades . 2 (22nd and 28th) .. 2/3 

Total ... ... ... .. 17-2/3 

2. Reinforcing formations 

British airborne division . . i i 

Balance of 44th Airborne 

Division ... 1/3 

One infantry division . . 1 

Total ... ... . ... ... 20 


An examination of the target was made from the medical point 
of view in September 1944. It was apparent that the total number 
of troops for which a medical service was to be provided was consi- 
derably higher than that planned in 1943.^^ 

In October 1944, this target was increased by a revised direc- 
tive whieh gave the following provisional estimates of the forces which 
might be reqmred to be based on India in 1945.^“^ 

Divisions ... . , . . 27I 

RAF squadrons . . , . . 118 

United States of America Air Force squadrons .. . . 67 plus 

600 

transport 

United States of America Air Force squadrons based on China 91 
Fleet Air Arm squadrons (shore based) Naval forces ... 30 


« A/4/45/H(M) 
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Thus by January 1945, the forces for which India had to make 
full provision, were as follows — 

tndian Bniisk African Ceylonese Cwil 
or labour on 
Asian military 
work 

1 (a) Field forces in India and SEAC 

(i) Army equivalent to 
eighteen operational 

divisions 572,000 I57 >ooo 99,000 J77»50o 

(u) RIN 26,800 2,500 

(ui) RAF and RIAF 20,000 108,000 

(b) J^on Field forces in India and SEAO 
(i) Army (includes) Ceylon 

garrison i3,3^6oo 136,700 1 0,000 29,300 73,000 

(11) RAF and RIAF 5,000 2,000 

(ui) POW 30,000 9,000 

(European) 

loial 1,955,400 436,200 109,000 38,300 250,500 

2 Reinforcing troops for which India had to provide constructional requirements of 

domesUc hospital^ storage and technical accommodation 

Indian British African Ceylonese Civil 
or labour on 
Asian military 

work 

Category 

(i) RAF 98,000 

(11) Army equivalent to g| 

operational divisions 1 ,20,000 2,27,000 


Iota! 


j, 20, 000 3,25,000 


In addition to the above, hospital storage accommodation 
was provided for the American forces numbenng 2,04,705 and Chinese 
forces numbenng 89,555 since i November 1944 

The medical units required for this expansion, in addition to 
those sancuoned in the ‘ Conspectus *, were as follows — 

Field hygiene sections 
Bearer companies 
Staging sections (combined) 

General hospitals — Headquarters 

Indian sections 4 

British sections 14 

Total 


7 

8 
n 

2 


34 


« ^q/45/H(M) 
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Military formations raised m 1944, and up to August 1945, 
were as follows : — “*6 


44th All borne Division • i April 1944 

2 1st Infantry Division • 2 April 1944 

150th Infantry Brigade (Independent) .. 23 March 1944 

155th Infantry Brigade (Independent) .. 10 April 1944 


Other re-orgamsations that took place in i 944 j 
A ugust 1945, were as under : — 


44th Armoured Division disbanded 
2 1st Infantry Division disbanded 
36th Infantry Division became 36th British Division . 
1 2th Infantry Division became Headquarters Peisia 
Iraq area 

2nd Infantry Division became Headquarters North 
Iraq area 

lytli Light Division became 17th Infantry Division 
goth Infantry Brigade (Independent) disbanded 
75th Infantry Brigade became Gardai Brigade 
40th Infantry Brigade (Independent) became Head- 
quarters South Iraq area 

26th Infantry Brigade (Independent) became 26th 
Infantry Brigade . . 


31st August 1944 
August 1944 
September 1944 

15 October 1944 

October 1944 
October 1944 
July 1944 
August 1944 

15 October 1944 

January 1945 


Medical units that were raised, mobilised and sent overseas 


in 1944, and up to August 1945, were as follows :■ 

— 



liaised 

Mobilised 

Sent 

Overseas 

Light field ambulances 

2 

2 


Field ambulances (parachute) 

2 

2 


Field hygiene sections . . 

19 

19 


Bearer companies 

9 

9 

• 

Casualty cleanng station 

I 

I 

* • 

Staging sections 

19 

22 

• 

Beach medical units . 

3 

3 

. 

Malaria forward treatment units 

12 

12 

. 

General hospitals 

12 

12 

i 

Hospital detachment 

I 

I 

.. 

General hospital section 

I 

I 

. 

Convalescent depots 

3 

3 


Convalescent depots (combined) . . 

4 

4 

4 

Ofiicer convalescent depots 

3 

0 

0 


Ambulance train 

I 

I 

. 

Headquarters ambulance tram 

I 

r 

. 

Independent -ward coaches 

10 

10 

» 

Ambulance coach 

. I 

I 

• 

Hospital ship 

I 

I 


Hospital carriers 

1 

2 

• • 

Ambulance transport 

I 

I 


Trooping parties 

20 

20 

• 

Reserve base depot medical stores 

I 

I 

• • 

Base depot medical stores 

I 

I 

• 

Depot medical stores 

■<6 Statistical Review of Personnel, Army of India, 

I 

Vol HI. 

I 

• • • 
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Raised 

Alobiltsed 

Sent 

Overseas 

Sub depot medical stores 

2 

4 


Dental units 

27 



Dental mechanic units 

5 

8 


X-ray units 

12 

12 

1 

Mobde X ray units 

10 

10 


Mobile servicing units 

3 

3 


Field laboratories 

lb 

17 

I 

Anti malaria units 

34 

40 


Ophthalmological units 

13 

13 


Surgical units (ENT) 

1 1 

II 


Mobile surgical units 

6 

6 


Advanced base transfusion unit 

I 

I 


Malaria field laboratory 

I 

I 


Malaria reseach units (prevention) 

2 

2 


Malaria research unit (clinical) 

I 

r 


Base typhus research team 

I 

1 


Field typhus research team 

I 

1 


Penicillin research team 

I 

I 


Anaemia investigation team 

1 

1 


Parasitological research team 

I 

1 


Protozoology team 

I 

r 


Neuropathological research team 

I 

I 


Sprue investigation team 

I 

I 


MaiasTom mvestigation team 

1 



Biochemical research team 

I 

I 


Total 

284 

306 

7 


During the period Januar) 1944 to August 1945, 284 field 
medical units were raised, 306 were mobilised and the strengh of the 
personnel on 31 December 1944, and 30 September 191,5 'vas as 
follows — 

Sircn^lk 01 31 Decrmber 1944 

Officers Other Ranks Others Tutal 

/rt India and 


\LFSBA Aulhori Actual Autliori 

sed sed 


lAMC 

RAMO 

RAMC (non 

ot 74 

(a) 

3 399 
> jVJ 

63 62 j 

(a) 

medical) 

(a) 

51 

(a) 

\DC 

lADC 

Arm> in llumia 

9» 

H9 

90 

lO) 

iG- 

Reserve of officers 
(medical) 


5 


\tRO(M) 

Indian Territorial 
torcc (medical) 
Nurcs (BT) 

\UR« (IT) 
Unspecified 


i 

1 

3 o 3 

O75O 

Total 


j759 

70 545 

OvTneas 

035 

‘ 079 

Oota 

C rand 1 ©tal 

(1 •jCo 

ocjn 

7O 5j7 


(a) Included «n lANJC. 


tctgal 

Aulhon 

Actual 

Author! 

Actual 


sed 


sed 


57 4*4 

>910 

j9 jO- 



0 jj4 

(a) 



10 103 


(^) 



,i 

>93 




2»9 




•*9 

10| 


5 

1 



2 G78 

2 06 , 

2670 

2o6, 

J OjO 

4 739 

2o63 

4 739 

soMi 



0 919 

6203 

?a on 

01357 

0349J 

MOi 777 

141 2Cj 

7869 

7 *» 3 t 

7370 

16 031 

163-4 

?9 6O0 

7 > 19 « 

70 371 

ijGfW) 

•j 7 j 09 
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Strength on 30 Septembe) 1945 

Officers Other Ranks Others Total 


in inaia ana 

ALFSEA 

Author!- 

Actual 

Authori- 

Actual 

Authori- 

Actual 

Authori- 

Actual 


sed 


sed 


sed 


sed 


lAMC 


4,208 

63,322 

65:365 

62,839 

63:175 

126,161 

132,748 

RAMG 

6,050 

1,707 

8,738 

8,353 



14:788 

10,060 

RAMG (non- 









medical) 


39 






39 

ADC 

98 

112 

145 

171 


• 

243 

283 

lADC 

121 

124 





I 2 I 

124 

Nurses (BT) 


, 



2,768 

2,880 

2,768 

2,282 

Nurses (IT) 





5:397 

1,922 

5>397 

655 

Unspecified 

331 

416 

7:331 

6:895 

2,802 

5:628 

10,464 

14,804 

Total 

6,600 

6,606 

79:536 

80,784 

73:8o6 

73:605 

1595942 

160,995 

Overseas 

832 

907 

6,859 

6,643 

6:475 

6:195 

14,166 

13:745 

Grand Total 

7:432 

75513 

86,395 

87:427 

80,281 

79 : 8 oo 

174,108 

174:740 


After the surrender of Japan on 15 August 1945, the task forces 
and the medical units that were allotted to these for the re-occupa- 
tion of the Japanese held territory were as follows . — 


Field ambulances 
Field hygiene sections 
Base sanitary sections 
Bearer companies 
Casualty clearing stations 
Malaria forward treatment units 
General hospitals 
Depot medical stores 
Sub-depot medical stores 
Dental units 
Dental mechanic units 
X-ray unit 
Field laboratories 
Anti-malaria units 
Ophthalmological units 
Surgical units (ENT) 

Mobile surgical units 
Transfusion unit 

Total 


>rce for Bangkok 
and Siam, 7th 
afantr> Division 

orce for Siagon 
nch Indo -Chma, 
20th Infantry 
Division 

ce for Andaman 
. Nicobar, ii6th 
fantry Brigade 

dree for Hong 
dng and China, 
2nd Infantry 
vision, (British) 
dian units only 

rce for Sumatra, 
26th Infantry 
Division 

Total 


(£4 u 
& 

0 

^ a 


0 


3 

3 

1 

I (a) 

3 

II 

2 

2 

I 

2 

2 

9 

I 

I 


2 

I 

5 




i(g) 


I 

I 

1(b) 


I 

I 

4 

2 




I 

3 

1(d) 

1(d) 

i(e) 

1(e) 

2(f) 

6 

I 


2 (C) 

f> 

3 


I 

I 

I 


3 

2 

2 

2 

2 

I 

9 

I 

I 

I 



3 



I 



I 

I 

I 

1 

I 

I 

5 

I 

I 

I 

3 

2 

8 

1 

I 

I 


I 

4 


I 



I 

2 

I 

I 


1 

I 

4 

I 





I 

19 

17 

1 1 

16 

19 

82 


(a) One company only. 

(b) With X-ray unit, 

(c) Detachments 

(d) Headquarters, five Indian and two British sections with X-ray unit 
(c) Headquarters, three Indian and one British section 

(f ) One hospital of headquarters, five Indian and two British sections and the other 
o eadquarters, three Indian and one British sections, 

(g) One platoon 


*^7 F/6204/i8/H(M) 
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MANPOWLR AND OTHER GENERAL CONSIDERATIONS 


The progress in mobilisation of the medical services was condi- 
tioned by numerous factors The difficulties regarding medical 

stores and equipment have been discussed elsewhere in this 
volume The problems of finding adequate accommodation for the 
expanding Army were also not easy to solve The vast extent of 
India, the hmited transportation facilities, by themselves, constituted 
a big problem Although India is nearly twenty times as large as 
the Umted Kingdom, it had about the same mileage of track, about 
one third the number of locomotives and about one sixth the number 
of wagons Roads in India were scarce, undeveloped, often fit only 
for one way traffic and very few were all weather roads The country 
was intersected by many nvers vvath a limited number of bridges 
Many of these nvers, when filled by the annual Himalayan ‘ snow- 
melt ’ and the summer monsoon rams, are miles wide Their courses 
change, and in winter they run in smaller channels between banks 
which are far apart None of these rivers is navigable for any distance 
to ocean going ships and in a country as large as Europe there were 
only seven ports Because of economic reasons tlic financial policy 
of the then Government of India was conservative The aim was to 
keep taxation at the lowest possible level, and accordingly plan after 
plan for development in every sphere of national life had to be 
pigeonholed for lack of funds The railway, telephone, telegraph and 
the road systems m India at the outbreak of the war were adequate 
for the traffic which they handled in peace, but in no case was there 
any reserve to serve as a basis for expansion For the same reason, 
there were no margins, either of food, housing, storage accommoda- 
tion, or workshops for use in any emergency It was against this 
that plans were made for the expansion and mobilisation 
0 Army m India and all these factors influenced medical planning 
o the same extent as the planning for other arms of service 
tti all> the medical manpower situation remained critical 

extent of the mobilisation can only be fully appre- 
and tVi* general background, the paucity of medical personnel 
briefly re 11 for the provision of medical equipment arc 


began in September 1939, India was mam- 
40 000 Army of about 2,00,000 men of whom about 

Navy British, with some seven air squadrons and a small 

defence formations, except one division intended for external 
war were ^^tually sent overseas just before the outbreak of the 
defeWc for the internal secunty of India and her frontier 

and th ^ of the North West Frontier always loomed 

trated layout of the pre-war Army was concen 

Rawalpindi North West Frontier at such places as Lahore, 
Russia Was iin Karachi Early m the war the position of 

advancing believed that the Germans 

One conet t ^^ocasus would threaten Persia and Afghanis- 
unt threat to the stability of the Afghan Government 
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and so to the maintenance of peace in this area was the disoider in 
the tribal belt lying on each side of the Indo-Afghan border. Such 
disorder often threatened both Afghanistan and India. Throughout 
the war the Axis Legations had sought to create disorder embarrassing 
to the war effort Therefore, it had been necessary to maintain 
certain military forces on the North West Frontier in older to main- 
tain control of the tribal area on the Indian side of the border. As 
a result of the preventive policy adopted the peace of the North West 
Frontier and the stability of the neighbouring Afghan state had been 
remarkably maintained throughout the war, and there had been no 
diversion of military effort from the larger purposes of the war. 

As the war m Europe spread to the Middle East, the thicat 
to India from the west remained and the administrative layout 
m the north west corner of India was expanded to meet it. By the 
end of 1941, India had two divisions’ m the Middle East and the best 
part of two divisions m Malaya. Three and a half divisions had to 
be sent to Iraq and Persia to defend those countries from the Axis 
and to secure the lines of communication for aid to Russia. Apart 
from these divisions India sent out many administrative units ; by 
the end of 1941, she had overseas the equivalent in numbers of fifteen 
divisions, a larger force than that sent by any other part of the 
Commonwealth. The maintenance of these forces and the reception 
of their casualties were based mainly on the west coast ports of Bombay 
and Karachi. 

At the end of 1941, Japan entered the war and early m 1942 
Burma was occupied. India was then faced also with an imminent 
threat on her eastern land frontier and almost undefended eastern sea 
coast at a time when the German advance in the west was becoming 
more and more insistent. Indian troops were fighting the Germans 
and Italians m the Middle East and the Japanese on the Burma 
front ; India had clearly for the time being to be satisfied with a 
defensive role. Her major installations and air fields against the 
Japanese had, therefoie, to be sited well back in the heart of India 
and the long rail hauls which this involved, over lines of communica- 
tion poor m capacity and often breached by floods had to be endured. 
I he Japanese naval and air superiority over the Bay of Bengal during 
1942, made the east coast ports of Calcutta, Chittagong, Madras and 
Vizagapatam largely unusable. 

By the end of 1942, the Japanese advance on India appeared 
to have been held and, though the threat had by no means been 
lemoved, the C-m-C m India was able to turn his mind from defence 
to attack and to examine how far India could play her part m receiving 
mamtaming, training and mounting far larger forces than ever before 
to fight against Japan. Although planning on a smaller scale had 
begun early in 1943, was not until i September 1943, that the 
probable size of the force was intimated to India Command. It had, 
however, long been clear that the administrative arrangements which 
”r built up during the three previous phases, namely defence 

ol the north west and west, support of armies m Iraq, Persia and the 
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Middle East and defence against the threat of Japanese invasion, Mould 
help but little and in some cases not at all m the very much bigger 
task which was then envisaged No pait of the new task was in an) 
way concerned with either frontier defence or internal security, 
arrangements for both of these having been completed much eailier 
and requinng no expansion The troops on frontier defence and 
internal security including India’s reserve division, which were in fact 
held ready for action anywhere, did not amount to more than 2,00,000 
men The balance of the India Command troops was concentrated 
mainly on training (more than 500,000) in arsenals and depots 
(about 300,000) and on the lines ol communication (more than 
300,000) The majority of these were directly concerned with the 
SEAG operations By i October 1945, the armed forces of India 
had thus expanded to 26,44,323^'’ which was about eight times the 
original force maintained by her in 1939 


Total Army Total medical Ratio of 
in India services Aimy medical 
Dale and Indian in India and services 



Army 

overseas 

Indian Army 
overseas 

to troops 

31 December 1939 

3 >bt .325 

13.566 

i 27 

31 December 1940 

5,58,046 

28,889 

J 19 

31 December 1941 

10,20,392 

62,527 

I 16 

31 Decembei 1942 

18,27,417 

81,306 

I 22 

31 December 1943 

23.62,156 

1,20,139 

I 20 

31 December 1944 

25.60,574 

1.57.569 

1 16 

30 September 1945 

26,44,323 

1 . 74,740 

I 15 

During this period the medical 
the following tasks — 

services ' 

were responsible for 


(i) The raising, equipping, and training of such medical units as 
were necessary for the field force 

(u) The maintenance of a supply of trained personnel as reinforcements 
for these forces 

(ill) The provision of a full medical service for the Army in India, 
as well as for the Navy and the Air Force 

(iv) The creation of a provisioning mechanism which svould be capable 
ofsupplying the needs of the Army in India and the needs of the 
civil population in countries from which the Japanese were ejected 
until such time as the civil administration was established 

(v) The reception and treatment in India of casualties Horn the 
forces based on India operating m overland or oveiseas theatres, 
a task which necessitated the pro\ iston of adequate transportation 
facilities and base hospitals 

(vi) Subsequent disposal of casualties who were unfit for further 
service to their depots in India or to the United Kingdom, the 
latter being a task which necessitated an adequate provision of 
hospital ships 

« F/C20'*/i/n(M) 
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For the field force from India, medical units were planned and 
raised on the basis that the average strength of an infantry division, 
together with its administrative tail, was 33,000 Indian and 7,000 
British troops. This figure was taken as a yardstick only for planning 
purposes. 

The following factors considerably affected the extent to which 
it had been possible to provide officers for the military medical 
services ; — 

(i) There was a serious shortage of medical practitioners, the piopor- 
tion of doctors to the general population was about i : 9,000. 
There was a self imposed hmit to expansion in this category except 
at the expense of the requirements of the civil population. 

(li) Indian graduates and licentiates were reluctant to join the IMS 
and IMD on the terms offered in the early stages of the war. 

(ill) The IMS in peace-time rehed on recruitment from the Umted 
Kingdom for two- thirds of the officers and with the expansion 
the British Army in the United Kingdom it ivas not possible to 
increase the rate of British recruitment to the IMS sufficiently 
to meet the expansion of the Indian Army. 

(iv) The loss of 242 IMS officers and 238 IMD assitant surgeons in 
Malaya deprived India of a large percentage of trained officeis 
for the later expansion programme. 

Nearly 33 per cent, of the specialist appointments authorised 
had of necessity to be filled by officers whose experience was un- 
avoidably limited and whose ability, therefore, fell short of the stan- 
dard which would otherwise be demanded. 

The provision of the requisite number of female nursing officers 
for the Indian Army was also influenced by the following factors : — 

(I) The marked shortage of trained nurses in India, theie being 
only one nurse to every 60,000 population. 

(II) The inadequacy of the measures taken to stimulate the intake 
of civil probationer nurses on the outbreak of the war. 

A cadre of uncertified nurses designated as the Auxiliary Nursing 
Service, India, was started to meet the acute shortage of nurses. A 
ratio of one trained nursing officer, IMNS, to six uncertificated 
ANS(I) cadets had been accepted as the limit of ‘ dilution 

The supply of British nurses, while on a more satisfactory scale, 
still fell short of the requirements. Consequently a scheme for the 
employment of British VAD nurses to make up the general shortage of 
female nurses was introduced. 

An appreciable improvement in the respective ratio of medical 
officers and nurses to the troops was noticeable from 1942 on- 
wards. 


5 ° H/3/26/H(M) 
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Date 

All troops 

Medical 

j\ urstng 

Ratio of 
medical 

Ratio of 
nursing 

officers 

services* 

officers to 
troops 

services to 
troops 

31 December 1939 

361,325 

73 t 

287 

1 494 

1 1259 

31 December 1940 

558,046 

1,326 

356 

i 421 

I 1567 

31 December 1941 

1,020,392 

2,447 

494 

1 417 

I 2066 

31 December 1942 

1,827,417 

4*136 

1,724 

2,804 

1 442 

I 1060 

31 December 1943 

2,362,156 

4*940 

1 478 

I 842 

31 December 1944 

2,560,574 

6,234 

4,133 

1 41 X 

I 620 

30 September 1 945 

2,644,323 

6,822 

4,802 

1 388 

I 551 


The number of dental ofTicers throughout 
the required number — ■ 

Date Dental officers 


remained far below 

Ratio of denial officers io 
troops 


31 December 1939 

26 

I 13,897 

31 December 1940 

29 

1 19*243 

31 December 1941 

51 

1 20,008 

31 December 1942 

142 

I 12,869 

31 December 1943 

154 

I 15,339 

31 December 191.4 

200 

I 12,803 

30 September 1945 

236 

1 11,205 


The scale of provision of medical officers for Bntish troops was 
considerably higher than shown in the above table 

After the formation of the lAMC ev ery endeavour was made to 
improve the status of the male nurses so as to attract a more educated 
type of recruit The basic standard of education had been raised for 
recruits and increased training and grade of pay had been introduced, 
together with enhanced prospects of promotion to the VGO ranks 

In addition to BORs drafted from the United Kingdom there 
were Anglo-Indian and Anglo-Burman sections of the RAMC When 
the Anglo-Indian section of the RAMC was created m 1939, there 
was an initial satisfactory recruiting response which reached a peak 
m 1940, but later there was a steady falling off, and ulti- 
mately it was apparent that little assistance could any longer be 
expected from this category of personnel The strength of the Anglo 
Butman section in India was 183, of whom some 60 were employed 
m the Burma units, the balance being available for Indian commit- 
ments When the Japanese were cscpelled from Burma it was antici- 
pated that the Burma Government would wish to have these personnel 
returned to them 

The difficulties encountered m the expansion of the IHC were 
mainly of two types — training and deficiencies of personnel At no 
time dunng the course of the war was the available manpower 
adequate to meet requirements Nevertheless, by 30 September 
1945* the strength of the medical services of the Indian 

• Exrludn nursing onIcrli« 
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Army was 174,740 and India had mobilised 1,163 niedical units out 
of ^vhich 322 were sent overseas. 

It is indeed remarkable that despite the almost unsurmountable 
difficulties imposed by the shortage of medical manpower and material 
and the lack of adequate executive authority vested in the Medical 
Directorate in the early stages of the war, the medical services, can 
claim, as the records show, to have played their not inconsiderable 
part in the achievement of the ultimate victory. 



CHAPTER XI 


Tiainmg* lAMC 

BEFORE WORLD WAR II 

IMS officers recruited m India were attached to military 
hospitals in the stations where headquarters IHC companies were 
located They received professional training at the hospital and 
military training at the IHC company Officers recruited m the 
United Kingdom attended the junior officers course at the Royal 
Army Medical College, Mill bank The mam professional course of 
training for all regular IMS officers was the Millbank senior officers 
course This course was held twice a year and included instruction 
for two months in the Royal Army Medical College and three months 
m civil institutions Selected officers after qualifying in this course 
were permitted to study special subjects also at the college and civil 
hospitals The specialist courses were usually of four months duration 
The hygiene course, however, continued for six months From 
1930 all permanent officers were required to attend the Millbank 
course before promotion to the rank of major During their service, 
officers were eligible for study leave for post-graduate work ® In 
India medical officers were sent to selected civil and military hospitals 
and institutionsS for training in medicine, psychiatry, malanology, 
laboratory technique, serology, surgery, midwifery and gynaecology, 
radiology, ophthalmology and diseases of the ear, nose and throat 
They could also attend, at their own expense, courses of instruction 
at the School of Tropical Medicine, Calcutta, and the Institute of 
Hygiene and Public Health, Calcutta 

The different training courses outside the Army were arranged 
by the DGIMS and within the Army by the DMS 

Members of the AIRO(M) w^ere required to report for fifteen 
days training bi annually at the nearest first or second class IMHs 
Reservists who previously held a commission in the IMS did not report 
for training until two years had elapsed after the relinquishment of 
the commission 4 

Members of the IMD(BC), dunng their five years medical 
studies as military students were all enrolled in the Auxiliary Force 


* For training of the I ADC and IMNS s« pages 5O and 69 rcsprctuel) 

* F/Z 307»/H{M) 


following institutions and hospitals were recognised for training 
Uownng and Lady Curzon Hospital Bangalore Bai Moth Bai Hospital Bombas 
Wrtnichacl Hospital Calcutta Eye Hospital Medical College Calcutta Imperial 
^roiogisu Department Calcutta Irvsm Hospital Delhi Malaria Institute of India 
n Rwarch Institute Kasauli King Edward Medical College Lahore 
^eyWilhngdon Hospital Lahore Hospital for women and children Lgmore Madras 
fw^i ® Peshawar European Mental 

Mosptial Ranchi King Edwartl Medical Hospital Secunderabad F/Z I3343/H{M) 

< RMS (I) 
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(India) and did their early training in this force. After appointment 
to the department they were posted to BMHs for further training. 
IMD sub-assistant surgeons, who were required to be at least LSMF 
or LMP or the equivalent thereof, on joining the service attended 
a course of three months training including squad, platoon and 
company drill and physical training in an Indian infantry unit, and 
stretcher drill, preparation of forms in connection with IHG personnel 
and compilation of hospital returns in an IMH .5 Reservists were 
called up for training for one month bi-annually. 

Members of the IMD (IG and BG) were given the same facilities 
to attend the School of Tropical Medicine and the Institute of Hygiene 
as IMS officers. Specialist training in radiology, laboratory technique 
and serology was also arranged for them. 


Pre-war recruit training periods for the IHC 

were as follows : — 

Clerks and store-keepers 

6 months 

Nursing section 

8 months 

Ambulance section 

6 months 

Cooks 

41 weeks 

Water carriers 

5 weeks 

Ward servants 

17 weeks 

Washermen 

5 weeks 

Sweepers 

5 weeks 


Training was carried out at the headquarters of the four companies 
of the corps, located at Quetta, Rawalpindi, Lucknow, and Poona, 
and in the different hospitals to which they were posted. After the 
initial training nursing section personnel were instructed, by members 
of the IMNS, in nursing duties at the IMHs. A certain selected num- 
ber of ambulance section personnel were also given a six months 
course of instruction in elementary nursing duties in military hospitals.® 
Refresher courses were also held for them during the course of their 
service. The ambulance section reservists were called upon for 
fifteen days training every two years. Reservists of the nursing sec- 
tion were given one month training yearly at the headquarters IHG 
companies and IMHs . 7 

THE TRAINING ORGANISATION AT THE GHq AND HEADQUARTERS 
ARMIES AND COMMANDS DURING THE WAR 

Shortly after the outbreak of World War II training became 
the rpponsibility of the Military Training Directorate.8 In actual 
practice the advice and concurrence of the DMS were obtained on 
all details of training of medical personnel. In May 1941, a medical 
officer in the rank of major (GSO II, training) was appointed^ on the 
staff of the DMT. Gradually as the training requirements increased 
a similar appointment in the rank of lieut.- colonel (ADMS training) 
was also made in the Medical Directorate. The progress of the war 


5 F/Z-23889/H(M) 

6 F/Z-i9285/H(M) 


7 F/Z- 307 i/H(M) 

8 F/o305/54/H(M). 


9 F/Z-2434®/H(M) 
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had increased the demands for varied and higher technical standards 
The above arrangements also in\olved a certain amount of avoidable 
duplication of work and disagreement in respect of details in the two 
directorates It avas, therefore, decided tint the Medical Directorate 
should take over the responsibility for all medical training establish- 
ments and that the Military Training Directorate would continue to 
be responsible for the general policy It was soon found that 
one officer in the Medical Directorate could not cope with the entire 
medical training arrangements Two officers, a DADMS (training) 
and a SC (training), were, therefore added'® to the training 
staff m December 1944 For advice on technical details of specialist 
training and to ensure a uniform and high standard in each speciality, 
the training staff depended on the consultants and advisers in the 
directorate 

As most of the medical training establishments were located in 
Southern Army, an officer (DADAIS training) had already been 
appointed** at its headquarters in May 1944 A DADMS (training) 
was also appointed m Central Command in April 1945 Although 
It was considered desirable to authorise similar appointments at the 
headquarters of other Arnucs, these could not be sanctioned due to 
manpower shortage A directive was, however, issued to Armies 
and Commands stressing the need for the ADsMS Distncts and Areas 
to give personal attention to the training of all ranks within their 
areas 


THE TRAINING OF IMS AND IMD I939-42 

In order to provide medical officers for the rapidly increasing 
force, it became necessary to tram IMS officers in the shortest time 
practicable The initial military training for two weeks (squad and 
stretcher drill, message writing, map reading, anti-gas etc ) of emer- 
gency commissioned officers, in the beginning, was, therefore, arranged 
in the existing companies of the IHG \ oung officers, suitable for 
field units and specialist appointments, w'ere also selected during this 
penod 

The training of the members of the IMD(BC) continued to be 
as before IMD ( 1 C) recruits, however, received one month training 
at the IHC battalion on joining, after which they were posted to ist 
or ^nd class IMHs for further instruction 

After undergoing the initial military training medical officers 
and assistant surgeons were posted for two months to various hospitals 
Selected officers from the hospitals were attached to training field 
ambulances for another two months Others waited their turn or 
were detailed to join vanous field medical units and training establish- 
ments This scheme imparted the very minimum of training required 
to meet the immediate requirements 


F/36Q3/15|H(M) 
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THE OFFICERS TRAINING SCHOOL, MHOW 

In February 1941, it was decided to send junior medical officers 
to the Officers Training School, Mhow.^^ A separate medical wing 
was formed for them at the school m April 1941. The object was to 
train officers for field units and to give them the necessary knowledge 
of military organisation. An IMS officer was posted to the school 
as instructor early in March 1941, and the first course of two months 
duration for fifty medical officers was commenced on 2 April 1941 . ’3 
The syllabus included physical training, foot drill, elementary weapon 
training, instruction in camouflage, field engineering, map reading and 
the use of compass, anti-aircraft training, defence against gas, instruc- 
tions in discipline, law, organisation of the Army and medical services 
and tactics. In June 1940, the number of medical officers attending 
each course had increased from 50 to 100. In August 1941, ten 
vacancies were also allotted to RAMC, emergency commissioned 
officers. In October 1941, it was also arranged to train 25 assistant 
surgeons IMD(IC), thus bringing the total number of trainees to 125. 

The staff of the medical wing was as follows : — 


Major or captain (medical instructor class B) . i 

Captains or subalterns (instructor class G) ••4 

VGO Jemadar .. ... i 

won ... . .. 1 

Clerks [NGs(E)] .. .2 

Company storemen (exrserviceman re-engaged) ... i 

Sweepers ... .. . ... 4 

Bhistis . . 2 

Total . . . .. . . . 16 


At this stage newly commissioned medical officers were first 
required to spend a fortnight with an IHC company. They were 
then sent to the Officers Training School, Mhow, for further training. 
A few selected officers were sent direct from this school to the Tactical 
School, Poona, the rest were posted to hospitals or field units for duty 
and further training. 

It was suggested in December 1941, that the training programme at 
the school should include subjects like elementary surgery, diseases of the 
war, hygiene, work in re^mental aid post (RAP) and field ambulance, 
transportation of casualties and elementary driving and maintenance 
of mechanical transport. The DMS did not consider it advisable to 
incorporate professional training in subjects like surgery and medicine, 
but agreed to training in other technical subjects. In all seven courses 
were held at the school, the last course commencing in April 1942" 

THE TACTICAL SCHOOL 

The Tactical Training School was started in Poona early in 
by the amalgamation of the Senior Officers School, Belgaum 
and the Junior Commanders School, Poona. It was divided into 


F/Z-2363g/H(M) 
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senior and junior wings In May 1941, a medical wing was also 
added to the school Selected officers with at least six months service 
were required to undergo a six weeks course at the Tactical School 
Suitable senior captains or junior majors of the IMS and the RAMC 
were also detailed for a three months course at the senior wing of the 
Tactical school The object was to tram medical officers in the tactical 
handling of medical units m the field including combined operations, 
unit training, training of junior officers, peace and war administration, 
use of equipment, internal secunty and liaison m the field The staff 
of the medical wing consisted of a medical instructor class B (major) 
and T. combatant instructor class C (captain) 

The first course for medical officers in the senior and medical 
wings was started on 19 May 1941 Twenty-two vacancies were 
allotted for the medical officers, two in the senior wing and twenty 
in the medical wing From September 1942, the medical wing course 
was spilt m two parts, a three weeks course for ten senior officers and 
a six weeks course for ten junior officers The staff of the medical 
wing was also increased by two additional class G instructors The 
officeis attending the senior wing course were also required to attend 
a short course of six days at the Camouflage School 

The Tactical School was moved to Dehra Dun m Apnl 1944, 
and was renamed Tactical Training Centre The medical iving was 
abolished shortly after the re organisation of the Centre in Debra 
Dun Despite strong Tccommcndations of the Medical T. raining 
Conference the medical wang was not re-established 

THE FIELD AMBULANCE TRAINING CENTRE 

In the early stages field ambulances were embodied as complete 
units for individual and collective training exercises The commanding 
officer of the unit, along with a junior officer and an assistant surgeon 
was specially selected and remained with the unit throughout the 
training period, which was from three to four weeks in camp A 
proportion of officers and other ranks and reservists was also required 
to undergo training in the permanent camps established by the 
instructional staff * 5 

The training included the following subjects — 

Knowledge and handling of umt equipment, scales, loading tables, 
(all pack, pack and mechanical transport, and all mechanical transport) , 
care and maintenance of transport, collection of casualties, camp and 
march discipline, physical fitness of personnel, intercommurncation, 
chemical warfare , protection against air attack , camouflage and 
concealment, co operation ivith troops of other arms and services 

The DMS stressed the ncccssit) of training field medical units 
with troops of otlienrms But it was not normally possible to arrange 
such exercises TIic officer commanding the training unit, there- 
fore, arranged demonstrations to explain what would be expected of 
the field ambulance personnel m the field »6 

r/Z.--3555/H(M) ‘i F/Gjo^/H(M) *€ 1 
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In November 1940, five training field ambulances were formed. 
In order to minimise transfers one was allotted to each Command 
and Western (Independent) District and were located at Rawalpindi, 
Sialkot, Lucknow, Poona and Quetta. The period of training of each 
field ambulance was fixed at two months and was divided into three 
phases viZ-) individual training for three weeks, company training for 
two weeks and unit training for three weeks. The full war establish- 
ment was embodied for each unit under training and on completion 
of training, personnel were transferred to the newly raised field 
ambulances. To ensure continuity a small permanent training staff 
including one medical officer (captain), one sub-assistant surgeon, 
one jemadar IHC and three NCOs (clerical, store and ambulance 
sections) was sanctioned for each training field ambulance.^’ 

The officer appointed to command a field ambulance was 
attached to the training unit two months before the date on which 
the field ambulance training. He thus remained ivith the training 
unit for four months. 

In August 1941, the Military Training Directorate and the 
Medical Directorate discussed the feasibility of centralising field 
ambulance training.^® Asa result of these discussions it was considered 
that improved and more uniform and economical training would 
result by a re-organisation of the four training field ambulances into 
two centres, at Poona and Secunderabad in Southern Command, 
where adequate training throughout the hot weather was possible. 
Each centre would train three field ambulances for a period of three 
months instead of two months. On 3 December 1941, sanction was 
given for closing the traimng field ambulances, except the light 
training field ambulance at Sialkot, and for the formation of two 
field ambulance training centres with effect from i January 1942* 

The training staff authorised at each of the two training centres 


was as follows : — 

Officer commanding (lieut.-colonel) . i 

VCOs 

Jemadai, IMD . i 

Jemadar, RIASG i 

Jemadar, Education .. . . i 

Havildais IHC 

Stoi'es section , . i 

Ambulance section . i 

Naiks IHC 

Ambulance section ... i 

Clerical section , ... i 

Naik, RIASG . i 

Drivers, RIASG . , 8 

Orderlies, locally employed . . 2 

Sw eepers, locally employed . 2 


Total 21 

'7 r/6i04/H(M), H/2/57/H(M) *8 F/Z-252i/H(M). 
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In order to provide first line 'ittachcd transport required for 
training, a field ambuHnee troops class 11 (less camel section), in- 
cluding thirty -tivo lORs and four NCs(E), was also attached to each 
of the training centres from 5 June 1942 

Field ambulances ivcre required to complete raising before 
joining the training centres Their commanding officers continued 
to be responsible for all admimstratnc arrangements of their units 
during the penod of training 

THE TRAINING FIELD HYGIENE SECTION 

In the beginning, personnel of other arms of the service were 
also employed m the field hygiene section They were replaced by 
IHG personnel m November 1940 In December 1940, a Training 
Field Hygiene Section was, therefore, established in Rawalpindi 
Each field hygiene section under training consisted of the personnel 
of field hygiene section, including first reinforcements and two addi 
tional sweepers and a labourer The penod of training was fixed at 
six weeks The permanent staff of the Training Field Hygiene Section 
was as follows — 

Medical officer 
Sergeant, RAMC 

HavjJdar or naik IHC ambulance section 
Naik IHC clerical section 
Naik IHG stores section 
Sweepers 
Labourers ' 

Total 

In October 1941, the medical officer was authorised the rank of major 
or captain and was required to be a specialist in hygiene A jemadar 
IMD and naik (MT) RIASG were also added to the training staff 
on 20 February 1943 ** 


2 

2 


PARACHUTE BRIGADE 

Medical officers of the parachute bngade were trained in the 
duties peculiar to para-troops operations at the headquarters of the 
bngade concerned 

JPHE VCOS AND NCOS TRAINING SCHOOL, IHC 

The formation of the VCOs and NGOs School, IHC, in Poon i 
was sanctioned with effect from 15 December 1941, as it was consi- 
dered that they should undergo thorough training in duties pertain- 
ing to field medical units, which could not be given adequately in 
a basic training centre The large number of VCOs and NGOs 
required for the following two years justified the establishment of a 

‘9 F/Z 249o 2/H(M) a« F/Z 2484 '>/H(M) 
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separate school for them. The following staff was authoiised for 


the school. ^3 

Commandant (lieut.-colonel or major) . ... i 

Instiuctoi (captain) •• ' i 

Adjutant and quartermaster (captain) . - . i 

vco/iMD .. ■ • I 

vcos/iHG . . • . 6 

NCOS-'^ . . .21 

Ex-sei vicemen le-engaged 3° 

NGs (E) clerks IHG . . 4 

Tempoiaiy personnel's . 28 

Total . . . , . .93 


The school had two wings — senior and junior. The senior wing 
couisc of six weeks for fifty students at a time, was for VGOs, senior 
NGOs and outstanding junior NGOs or sepoys recommended for spe- 
cially accelerated promotion. The junior wing course, of foui weeks, 
was for 150 junior NGOs and sepoys recommended for promotion. 
The first course at the school commenced on 12 January 1942. 

The establishment of the school was revised on 24 October 
1942. The commandant was authorised the rank of major, instead 
of lieut.-colonel/major. The establishment of NGOs was increased 
from twenty-two to twenty-six, of ex-servicemen re-engaged from 
thirty to thirty-four and of NGs(E) from four to twenty-three. No 
temporary personnel were then authorised on the establishment of 
the school. The overall strength of the unit thus remained unchanged.^® 

f 

THE ARMY MEDICAL TRAINING CENTRE 


In January 1942, a representative training conference was held 
at the Headquarters Southern Gommand, Poona.“^ It was obvious 
by that time that the medical tiaming units were scattered in too 
many different places and that the medical wing at the Officers 
Training School, Mhow, did not meet the requirements of the medical 
services. The conference strongly recommended the formation of an 
Army medical training centre. It was proposed to co-ordinate and 
centralise training by bringing together the following different Schools 
and centres as wings of a single medical training centre : — 

(1) Field ambulance training centres including light field ambu- 
lance tiainmg centre. 

(u) Training field hygiene section. 

(ill) Medical Wing, Officei’s Tiaining School, Mhow. 

(iv) Piofessional training in conjunction with war hospitals. 

(v) Medical aspect of chemical waifate and passive air defence 

(vi) IHG, VCOs and NCOs school. 

(vii) RAMG Depot Training Wing, Deolali. 

(viii) Any other medical tiammg units which might be found necessaiy. 


=3 F/Z-26334/H(M) 

ai ^^'''•Idar-major IHG was added to the establishment on 29 May, 1942* 
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Subsequent!), m October 1942, s\mihr conference held it 
the Medical Directontc sugt;cstcd the moving of the mcdicil wing 
of the Officers Training School, Mhow, to Gincshkliund, Poona, 
to start the centre 

The proposal to incorporate the RAMC Depot Training Wing 
m the proposed centre was abandoned A chemical warfare and 
passive air defence school exclusively for medical officers v\as not 
considered necessary as vacancies for medical officer existed in the 
Chemical 'Warfare School, Pachmarhi It was considered that the 
purely medical aspect of the chcihical warfare could be taught dunng 
the course of professional training 

Sanction®® for the formation of the Army medical training 
centre was given on 8 December 1942 PIic medical wing 
of the Officers’ Training School, Mhow was transferred to this centre 
with effect from 22 December 1942 Nos i and 2 Field Ambulance 
Training Centres at Poona and Secunderabad and Light Field 
Ambulance 1 raining Centre, Sialkot, and IHG VCOs and NCOs 
School were incorporated in the AMIG with effect from 4 January 
1943 The Army School of Hygiene which was formed at Babma 
on 24 February 1943, was also made a part of the AMTC 3” 

The authorised staff for the AMTC included the following — 
Headquarters 

Commandant (colonel) 1 

Assistant commindant (licut colonel) i 

Administrative officer i 

Adjutant and quartermaster j 

Conductor lAGC head clerk i 

Jemadar IMD (IG) i 

Hamldars IHC 

Clerical section, grade I 1 

Store section, grade I 1 

Clerks lAGG (Indian Wing) 4 

Storeman (ex serv ice man re encaKcd) 1 

Civ ilian clerk i 

Peons „ 

Water earner i 

Sweepers 2 


Total 

Army School of Hygiene 
Commandant (lieut colonel) 
Major (second m command) 
Majors or captains * 

WO and sergeants RAMC 
VCOs 

Subedar IMD(IC) 

Jemadar IMD(IC) 


Officer commanding field hygiene training unit and 3 instructors 


May 
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Havilda)s IHC 

Clerical section, giade I .. i 

Clerical section, grade II . . i 

Clerical section, grade III . . 3 

Stores section, grade II . i 

Ambulance section . . . i 

Naik (MT) RIASG . . i 

Ex-servicemen re-engaged . 5 

Draughtsman attached Indian engineeis . . i 

NCs(E) . . .. . . 27 


Total .... ... .. 52 

IHCy VCOs and J\fCOs School 

Commandant (major) .. ,. • i 

Captain (chief instructor) . • i 

Adiutant and quartermaster . . . .. i 

VCOs 

Jemadar IMD (IC) . . i 

Subedar major IHC . ... 1 

Subcdars IHC • 2 

Jemadars IHC • • 3 

NCOs and men . . . .26 

Ex-servicemen re-engaged . . -34 

NCs(E) ... 23 


Total ... , . ... . • 93 

Field Ambulance Tiaining Centre 

Lieutenant-colonel .. . .. ‘ . . i 

VCOs 

Jemadar IMD(IC) , . i 

Jemadar IHC education . . • ^ 

Jemadar RIASC .. . . . . i 

Havildais IHC 

Clerical section, grade II .. .. i 

Stores section, grade I , i 

Ambulance section . . .. . . i 

Naik, ambulance section . . ^ 

Naik RIASC .. i 

Drivers RIASC . . . .8 

Orderlies . , .2 

Sweepers ... 2 

Total .. ... . ... 21 

Light Field Ambulance Framing Centre 

Captain . .. . . i 

VCOs 

Jemadar IMD (IC) ... . i 

Jemadar IHC . . . i 

Havildars IHC 

Clerical section, grade H .. ,. ... i 

Stores section, grade I ... . i 

Ambulance section . . .. ... i 

Total , , _ __ .6 
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The course for ofTitcrs listed three months, tlic first of which 
uis devoted to mihtirj triming including Army orginisition, 
idministrition, military h\v, hygiene, field crift, mip rending ind 
customs of the service, the second to lectures ind chnicil instructions 
m medicine nnd surgery, nnd the third to lectures on specnl subjects 
relating to the practice of medicine ind surgery m the field and to 
duties m mihtivy hospitals and units Lectures and clinical teaching 
were given by the consultants of Southern Army and by the specia- 
lists of the hospitals in the Poona — Kirkcc area The officer wing was 
onginally designed for training 150 officers at a time Ihc first 
course was attended by 102 officers including forty-four of the RAMC 
and two of the Chinese Army Medical Service 3 * 

The military training syllabus for the VGOs and NCOs school 
included physical training, dnil without arms, noise training, map 
reading, military law, gas training, tent pitching, field craft, tactics, 
organisation and administration and instructional methods Icchni- 
cal instruction in first aid, hygiene and stretcher dnll was also given 
After the formation of the lAMG in April 1943, it became 
necessary to re organise the AMTG The intake of trainees was raised 
from 150 to 450 The establishment was revised to allow for the 
increased intake The courses of training were also revised to bring 
the licentiates of the corps to the same level of efficiency as the gra 
duates Consequent upon this re organisation the Field Ambulance 
Training Centre at Secunderabad was closed, and the Light Field 
Ambulance Training Centre, Siilkot and the Army School of Hygiene, 
Babina, became separate units 3 ® 

The number of professional and military instructors was in 
creased m order to teach simultaneously three companies, each of 
150 officers Two of the companies did professional and one military 
training m rotation 

The revised cstablishmcni of the AMFC was is follows — 33 


HeadquaTlers and Officers' Training School 
Commandant (colonel) 

Assistant commandant (lieiit colonel) 
Administrative officer (major) 

Adjutant and quartermaster 
Instructors class B (majors) 

Instructors class G (captains or lieutenants) 

VCOs lAMC 
Subedar 
jemadars 
Havtldars lAMC 
Clerical section, grade I 
Clerical section, grade II 
Clerical section, grade III 
Ambulance section 


3 

13 

4 


3 


5 

3 


’’ H/6/38/H(M) 

3* F/36oi/i27/H(M) 


33 F/2238 /H(M) A/6/4o/H(M) 
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THE TRAINING OF MEDICAL OFFICERS AFTER THE FORMATION OF THE 

AMTC 

After the formation of the AMTC the mihtary training of 
officers neivly commissioned from civil life into the lAMG was carried 
out m three stages, at the lAMG training and depot centres, at 
the AMTG, Poona and ivitli the medical units and training divisions. 
The objects to be attained in the first stage were to equip and to 
introduce the young medical officer to Army life and organisation. 
Subjects taught during this period included physical training, drill 
without arms, gas training, hygiene and sanitation, first aid, tent 
pitching, map reading and message writing Subjects like the orga- 
nisation of the medical services, stretcher drill, the method of conduc- 
ting regimental aid posts, the regimental medical officer’s routine 
duties, field ambulance duties and tactics were also taught at the 
training and depot centrcs.^o At the AMTG in tlie first tivo months 
technical training was given, which included lectures in war medicine 
and surgery^, clinical instruction in hospitals, instruction in hygiene 
and sanitation, and chmcal instruction in special subjects. Officers 
were also attached to the wards of hospitals. This ivas followed by 
one month basic mihtary traimng designed to lay the foundation 
for the production of a self reliant medical officer with a rnffitary' 
bearing, capable of leading men and commanding a section or com- 
pany of a medical umt. This training covered physical traimng, 
drill without arms, route marches, battle inoculation, noise traimng, 
weapon training (revolver, grenades), safety precautions, military 
law, map reading and message writing. 

Thereafter officers received five weeks post basic mihtary train- 
ing m the medical umts of the 39th and 14th Indian Divisions before 
proceeding as reinforcements to the field area. This training was 
designed to give the officer experience under conditions approximating 
to field service. Additional subjects were added during this period 
of training such as weapon training wdth the sten gun, jungle craft, 
riding and animal management, watermanship, river crossing and 
swimming. Technical training at the training divisions was in tivo 
parts. The officers were first attached as regimental medical 
officers to units in the training divisions, where they learnt the details 
of conducting regimental aid posts, regimental medical officer’s 
routine duties, liaison with unit headquarters and the medical umts, 
and the method of training of regimental medical personnel. During 
the second stage they were attached to Nos. 39 and 41 Field 
Ambulances where they learnt about company organisation, equip- 
ment and establishment and the duties^^^ of a company officer of a 
field ambulance.42 

4 ° F/88i9/3/H(M) 

4 Great stress was laid on the principles relating to estabhshment, role, location, layout, 
organisation, administration and protection of a main dressing station and an advanced 
dressing station, evacuation and reception of casualties, triage, bearer relay posts, car 
posts, equipment, distribution of loads, loading of a company, improvisation, shelters and 
stretcher and field ambulance tactics 
42 F/88i9/3/H(M) 
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Courses, were also held in the School of Tropical Medicine, 
Calcutta, for ofEcers who had no expenence of tropical diseases 43 
Each coune was for fourteen days for thirty officers Specialist courses 
were conducted m vanous institutions, laboratones and hospitals 
under the guidance of recognised specialists and advisers 44 

Vacancies were allotted to medical officers, selected by the 
Medical Directorate on both the senior and junior staff courses at 
the Staff College Quetta 45 Suitable medical officers were also 
trained for two months at the Headquarters of Southern Army, Nos 
105 and 108 L of C Areas, the 44th Airborne Division and Rawalpindi, 
Peshawar and Sind Distncts 46 Officers posted to the training and 
depot centres were given instruction at Kakul in the organisation of 
basic military training and ‘instructional technique in the training 
centres On their return from the course they -were required to con- 
duct similar courses within their units 47 

In order to improve hospital documentation, courses for regis- 
trars of hospitals were started in June 1945, in each Army/Command 40 
Advantage was also taken to detail medical officers for courses run by 
other arms of service e g , medical officers were detailed to attend 
the Air Supply and Transportation Staff Course and the Officers 
Air Despatch Course at the Training Depot RIASC (Air Despatch) 
ChaJdala m June 1945 49 


THE TRAINING IHC/lAMC RECRUITS^o 

On the outbreak of war the training periods for IHG recruits 
were as follows — 


Clerks and store-keepers 
Nursing section 
Ambulance section 
General section NCs(E) 

These periods were subsequently amended 

Clerks and store keepers 

Nursing section 

Ambulance section 

General section NCsfE) 

Cooks 

Ward servants 


I month 

4 months 

3 months 

1 month 
as follows — 

3} months 

5 months 

4 months 

2 months 
34 months 
3^ months 


headnTorf IHC recruits continued at their company 

iSi due training and depot centres Early in 

> he urgent need for accelerating expansion, a scheme 

^JF/8304/(a)H(M) 

on .h? K 'r '/X 
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to turn out trained Army recruits in six months was introduced. 
It meant long working hours and cutting down leisure to the minimum. 
The great emphasis given to field craft will be obvious from the time 
(in percentages given below) devoted to the various subjects in the 
revised syllabus^^ issued in March 1941 : — 52 


Field craft including map reading .. >39 

Weapon training ... . .25 

Physical training .. . . 13 

Make and mend etc. . . . . .10 

Drill . . . . 6 

Antigas training . .. .. 4 

Marching . .. . . 2 

Lectures ® . .1 


The above scheme was primarily introduced for the training 
of infantry recruits but training centres for other arms and corps 
were also ordered to adopt it. 

The programme of training for IHG recruits was revised 
in June and July 1941. Under the revised scheme recruits after one 
week of joining the service attended different periods of training 
the actual duration of the course depending on their traders. 

In 1942, it was decided that training should be wholly for 
operations in the eastern theatres. The two active formations 
rnentioned earlier were, therefore, converted, in 1943, into training 
divisions and located in jungle country. Recruit training could then 
be undertaken in two discrete phases viz. a pre-basic and basic 
period in existing training centres with the object of producing 
basically trained ambulance sepoys, nursing orderlies, clerks, store- 
keepers and NCs(E), and a post basic training in a training division 
either in a field ambulance or field hygiene section.S'l^ 

The most important problem, however, was the quality of the 
recruits, many of whom were illiterate. By the end of 1942, it was 
obvious that unless conditions were improved there would be the 
danger of a breakdown in the medical services. Immediate action 
to improve the existing situation55 was initiated with the formation 
of the lAMC. 

From early 1943, the question of training was given very serious 
attention and the following measures were taken to improve it . — • 

(1) A substantial increase m the establishment of training and depot 
centres was authorised. 

(li) Additional equipment was authorised for technical training such 
as complete equipment for a 26 bedded ward for the training 
^^^^sing section, typewriters for the training of clerks 
and equipment for an ordnance museum for training store-keepers 
m each centre. 


Recreational and educational 
percentages 

52 H/6/32/H(M) 

53 F/Z-23889/H(M) 


training was also given but was not included tn the 

54 H/6/32/H(M). 

55 See also page 94. 
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(ill) Certain hrge hospitals were selected in each Army and Command 
at uhich courses of instruction for nursing personnel, cooks etc, 
were arranged 

(iv) Courses of instruction under appropriate specialists in X ray, 
laboratory work, mental nursing, special treatment like \cnercal 
diseases sscre arranged 

All recruits enlisted for the lAMG were sent to one of the three 
training and depot centres, where tliey recei\cd preliminary train- 
ing for periods which varied for each trade At the conclusion of 
this training, they svere posted for practical training in their particular 
category to large garrison hospitals 

Training at the centres consisted of basic military training and 
elementary technical training Under basic military training they 
receiscd instruction m both military and general subjects, like physical 
training, foot drill, antigas, first aid and hygiene Thus with the 
exception of weapon training, it was exactly the same as that of an 
infantry soldier On its completion suitable technical training was 
also earned out so that at the end of their stay at the training centre 
recruits were well disciplined, fit, well nounshed and sufficiently 
educated to assimilate instruction and possessed elementary knowledge 
of their trade The officers commanding, and medical officers attached 
to the medical units to which these men were posted, were required to 
ensure that further training was taken senously and continued along 
organised lines 

From August 1944, lAMG other ranks were also trameds^ for 
five weeks in the 14th and 39th Divisions pnor to being posted as 
reinforcements to units in the Eleventh Army Group The syllabus 
included physical training, riding and animal management, jungle 
craft, route marches and toughening, weapon training (rifle), noise 
training, watermanship, nver crossing and swimming Technical 
training was given to personnel of field ambulances, field hygiene 
sections and anti malaria units In December 1944, it was decided 
that post basic military training to medical personnel for five weeks 
would be given m the Field Ambulance Training Wing of the AMTC 
prior to their being posted as reinforcements to units m Italy, Persia 
and Iraq Command and the Middle East 5 G 


THE TRAINING OF THE CLERICAL AND STORES SECTIONS 

From July 1941, personnel enlisted for these trades spent a 
period of twelve weeks m the training and depot centres They 
were also trained at medical units m clerical and store duties The 
military training included physical training, drill, route marches first 
aid, anti gas me^ures, hygiene, passive air defence, tent pitching, 
and field craft educational training at the centres was concen- 
trated on the English language mth the object of bnnging them up to 
the Indian Army First Class English standard ^ 


56 F/e8i9/3/H(M) 
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Clerks were taught the elements of office procedure and typing, 
and were introduced to the various Army forms, books and regulations. 
Similarly, store-keepers were taught office procedure, maintenance 
of books, compilation of forms, reports etc. The various items of 
equipment and stores m use in medical units were also explained to 
them. 


On the conclusion of recruit training, they were posted to 
large hospitals and counted against the authorised establishment. 
It was then the duty of the officer commanding these units to tram 
them ssath a view to turning them into efficient clerks and store- 
keepers. 

In August 1944, an extension of two weeks was authorised in 
the existing training period of the clerical and stores sections in the 
training and depot centres making a total period of fourteen weeks. 
Technical tiaining for the clerical section included instruction in the 
organisation of the Army and the medical services, correspondence, 
typing, drafting, security and censoiship, books, forms, stationery, 
leave rules, reports and documents. Technical training for the stores 
section covered lectures on clothing and personal equipment, issue and 
receipt vouchers, stock, charge and recoveries, condemnation boards, 
local purchases, RIASG supplies, military engineering stores, medical 
and Red Cross stores, ordnance equipment, correspondence and 
filing and transport .57 

From March 1945, personnel in charge of stores in the hospitals 
were also attached to various Army medical stores for training in 
stores layout, standard packing, accounts, stock taking, block list item 
and dealing with the railways.58 

THE AMBULANCE SECTION 

The object of recruit training for the ambulance section was 
to develop the recruit’s mind and body so that he went to his unit 
resourceful, fit and alert. He was required to understand the general 
system of evacuation in the field, and to learn how to function under 
abnormal conditions of terrain and climate. He received particular 
training in the various methods of transportation of casualties m the 
field and also the duties of an ambulance sepoy in a field ambulance, 
including the layout and function of the MDS and the advanced 
dressing station (ADS), loading of transport, and tent pitching. After 
the^ basic military training ambulance section recruits were given 
training in first aid, hygiene and sanitation, physical training, 
stretcher drill, passive air defence and antigas training, field train- 
ing, intercommunication in the field, movement by road or by rail, 
tent pitching, improvisation of stretchers and motor ambulance car 
loading. The first aid treatment of battle casualties included also 
injuries due to air action and chemical warfare. The course lasted 


57 F/88i9/i/H(M) 


58 F/ 8802 / 2 /H(M) 
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sixteen weeks and the distribution of working penods (m percentages) 
was as folloiv s — 59 

First aid and field ambulance duties 24 

Field hygiene and sanitation 2 

Physical training 

Drill (including stretcher drill) 9 

Passn e air defence 2 

Antigas training 3 

Field training 26 

Miscellaneous lectures and rc\ ision 1 4 


TIIF TRAINING OF TIIF NURSING SECTION 

From 1941 onwards the training programme for the nursing 
section included miscellaneous military subjects (routine discipline 
etc), physical training, drill (squad and stretcher), route marches, 
education, first aid, antigas training, hygiene and sanitation, field 
craft including passive air defence, tent pitching etc and mechanical 
transport technique (embussing, debussmg, loading etc ) The 
total course lasted eight weeks Oveneas commitments, however, 
did not permit th? implementation of the full course and a provisional 
course of five weeks duration was introduced 

After this basic military training these personnel were posted 
to hospitals where in addition to the training laid down m Appendix 
II to the Standing Orders far the IHCy they vverc also given instruction 
ui the nursing of casualties, including burns, effects of blast, etc , 
passive air defence in hospitals and the technique of loading and 
unloading the casualties from mechanical transport They were 
also allotted one period a day for physical training and education 
each and three penods a week for miscellaneous military subjects 

Since early 1943 the nursing section had been completely re- 
organised as regards the selection of recruits and their training In 
order to raise the standard of nursing m medical units and to 
compensate to some extent for the shortage of nursing officers it was 
very necessary to attract educated men and to tram them to a high 
standard of proficiency in a short time In March 1942, recruitment 
of male nurses, who had already undergone three years training and 
were registered with one of the Provincial Nurses Registration Councils, 
was started They were initially appointed as "VVOs m the 
IMD and were employed for training the nursing orderlies With the 
formation of the IAMC on 3 April 1943, the fully trained civilian male 
nurses were appointed direct as VCO cadets \ new class of recruit 
possessing pre matriculate educational standard (IX/X Class) was 
also enlisted as specialist improver There were thus three types of 
recruits m the nursing section viz , VCO cadets, specialist improvers 61 
and nursing orderlies * 


S 9 F/Z a3889/H(M> 60 p/z 23889 /H(M) 

C* TTie VCO cadfts and -specialist unproven were also appointed m spccialm cadres of 
T 4 dio«aphCTS and laboratory assistants For details of training of specialist cadres 
(incluaing special treatment orderlies) see Volume on Medicine Surgery and Patholoey 
M(l)i 14)1943 
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These VCO cadets received four weeks basic military training 
at Nos. I, 2 or 4 lAMG Training and Depot Centres, before posting 
to large hospitals or training centres as instructors in nursing duties.63 

Specialist improvers were required to undergo a twenty weeks 
basic military and nursing training similar to that of the nursing 
orderlies. Thereafter they were given the same training as for VCO 
cadets. 

The minimum educational standard required for nursing orderly 
recruits was Anglo-Vernacular Standard VI. They were given a 
period of six weeks basic military training and a further six weeks 
elementary nursing training at a training centre and a further 
period of eight weeks at specially selected garrison hospitals, before 
they could count against authorised establishments. At the training 
centres all recruits had to pass the Third Class Indian Army English 
Examination before leaving the centre. Non-Urdu speaking recruits 
were also taught spoken Hindustani up to the Third Class Roman 
Urdu Standard. The last six weeks at the centre were spent under 
the direction of the technical training officer, who was assisted by a 
matron instructor, nursing sisters, a staff of male nurses and specially 
selected NCOs.®^ The training was carried out in a fully equipped 
model ward of twenty-six beds. Nursing training included instruc- 
tion in elementary anatomy and physiology, bed making, handling 
of drugs, taking and recording of temperature, pulse and respiration 
rates, taking of laboratory specimens such as blood slides, giving of 
enemas and administration of medicines. An examination for the 
elementary nursing certificate was held at the end and only those 
who were up to the required standard were sent to the hospitals 
for further training.65 

Certain large base and garrison hospitals in each Army and 
Command were selected as training hospitals,66 where training was 
carried out under the supervision of the matron. The lectures and 
demonstrations were usually given by the senior sister and selected 


63 F/ioooi/H(M) 64 F/2037/H(M) 63 F/88 i9/3/H(M) 

66 List of training hospitals — nursing section — Febmaty 1944 


Southern Army 

No 2 IBGH (IT), Kirkee 
No 8 IBGH (IT), Deolah 
IMH, Poona 
IMH, Dunkirk 
GIMH, Deolah 
IMH, Secunderabad 
IMH, Bangalore 


North-Western Army 

GIMH, Abbottabad 
GIMH, Peshawar 
CIMH,Jhelum 
IMH, Nowshera 
GIMH, Kohat 
GIMH, Quetta 
IMH, Rawalpindi 
No 6, IBGH (IT), Karachi 
GIMH, Bannu 
GIMH, Cambellpore 
GIMH, Multan 
Central Command 

IMH, Lucknow GIMH, Agra 

No 129 IBGH (IT), Lucknow No 130 IBGH (IT), Lucknow 

Moradabad No 135 IBGH (IT), Barcdly 

Roorkee IMH, Meerut 

GIMH, Dehra Dun IMH, Jhansi 
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lAMC officers NCOs, additionil to the authorised strength, 
were provided ibr whole time employment as instructors in these 
hospitals The course at the training hospitals lasted eight weeks 
and consisted of instruction and practical demonstration m all branches 
of the nursing orderlies’ ward work Another test was held at the 
end of this training and those who were up to the required standard 
were graded as nursing orderlies grade III, after which they could be 
employed m large hospitals against authorised establishments They 
remained m large hospitals and received further training until they 
qualified for higher grade nursing certificates and the military nursing 
diploma Matron examiners^? were posted to each Army/Command 
for whole time duty in connection with the conducting of nursing 
certificate" examinations 

The mam difficulty in training nursing section personnel was 
that of finding suitable technical training officers A technical train- 
ing officers’ coursers of four weeks duration, two weeks at No 8 
IBGH (IT), Dcolali South, and two weeks at No 3 Training and 
Depot Centre was, therefore, started in July 1944 Owing to the 
frequent changes of officers in the hospitals, it had been found im- 
possible to maintain continuity of training of nursing section personnel 
In many eases category A officers had been selected without due 
regard to the fact that it was this category of officers who were subject 
to frequent transfers It was, therefore, decided in May 1944, that 
officers commanding hospitals should select such officers from (a) 
lAMG(SMS) over Ibrty-fivc years of age, (b) lAMC (ex-IMD) 
who had been granted B class commission in lAMC on account of 
their being medical category G permanently, (c) lAMC women officers 
and (d) lAMG officers category B 

THE TRAINING OF THE GENERAL SECIION 

General section personnel were trained for a period of six weeks 
at the training and depot centres and were then posted against the 
authorised establishments of medical units The manpower situation 
did not permit of their being posted as surplus to establishment 
as in the case of nursing section trainees 

Special courses of training for cooks had been introduced under 
arrangements made by the GHQ Gooks (IT) while at the centres, 
were given six weeks technical training in cooking the ordinary 
Indian rations and were not allowed to leave the centre until they 
had passed the trade test for cooks They were then posted against 
the establishment of selected large hospitals, where they received 
further instruction m cookery, particularly hospital cookery, until 
they passed the appropriate trade test for hospital cooks grade II 
and grade I Cooks (BT) were given a course at the Indian General 
Service Corps School of Cookery at Aurangabad, they were then 
posted to large British hospitals and were trained in hospital cookery 
for British troops and were upgraded to cooks hospital (BT) grade II 

67 F/36io/.2/H(M) 68 F/ 88 o 3/36/H(M) 
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and I. Refresher courses for hospital cooks (BT) were also held in 
Aurangabad and Bangalore. Ward servants, washermen, water 
carriers and sweepers were similarly given training appropriate to 
their trade . 69 


THE TRAINING TEAM 

In November 1942, IHC training teams, two per Aimy/ 
Command, each consisting of one general duty jemadar and eleven 
havildais, were formed. The personnel selected for the teams were 
given a course of instruction at the VCOs and NCOs School. They 
were then placed at the disposal of the DDsMS. In March 1943, 
these ivere placed under the control of the Commandant AMTG. 7 ° 
These teams visited medical umts or group of units, gave intensive 
training to unit NCOs and arranged demonstrations. 

THE TRAINING OF REINFORCEMENTS FOR FIELD AMBULANCES 

Until December 1943, no facilities existed for the requisite 
training of reinforcements in the particular duties applicable to per- 
sonnel of field ambulances. It was, therefore, arranged that the field 
Ambulance Training Wing at the AMTC would tram such reinforce- 
ments in addition to its role of raising field ambulances. The preli- 
minary training at the wing was designed to give instruction in basic 
military and technical training applicable to field ambulances.- The 
duration of the course was six weeks with an interval of one week 
between each course. The first course was started on 17 January 
1944.71 


69 F/88o4/i8/H(M) 


70 F/ 257 o/H(M) 


7' F/iooo3/H(M) 
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The Medical Units 


rWc medical orgam'^vUon for a field force vt tlic commcitcc- 
ment of World Wnr II dificrcd little in pnnciplc from tint in cvistcncc 
ind rchting to opcntions on the North ^Vc<5t Frontier of Indn It 
\\as soon realised tint the organisation suitable for positional ^\a^- 
farc svas not adequate for situations hkcl) to be faced in an encounter 
with highl> mechanised forces A re orientation of the field medical 
organisation thus became incsuablc Ihc existing units were re- 
organised and new ones were introduced to suit the changed situation 
These changes were, however, made gradual!) and m some eases at 
a \cr\ late stage 


niL sirovTioN iuforl world war n 

Fach battalion and certain othci units had a medic tl establish- 
ment which consisted of one medical ofiiccr and one 1 incr naik provided 
by the unit for duty as the regimental medical ofTiccr^s ordcrl) 
Regimental personnel were detailed as regimental stretcher bearers 
and were placed under the orders of the medical officers In addi- 
tion, \Mwt personnel ssere specially trained, in water purification and 
sanitary duties A number of small units did not have i medical 
officer on their establishment but had certain regimental personnel 
trained in first aid, w' iter purification and sanitary duties In 
technical matters the officer in medical charge of the unit was directly 
under the control of the administrative medical ofiiccr of his forma- 
tion or area, usually the ADMS, but in all other respects he was 
under the orders of the officer commanding the unit The regimental 
medical officer established the regimental aid post (RAP) winch w is 
normally located m close proximil) to the unit headquarters During 
operations he stayed at the RAP and ensured that all casualties were 
speedily evacuated to the ADS of the field ambulance 

The field medical units included the field imbulincc, the 
sanitary (hygiene) section, the motor ambulance convoy, the bcarci 
unit, the casualty clearing station, the staging section, the gincral 
hospital, the mobile \ ra> unit, the field laboratory, the convalescent 
depot, the advanced depot medical stores and the ambulance train 

The organisation of the field ambulance had evolved as a result 
of experience gained during World War I and the operations on the 
North West Frontier of India It consisted of a headquarters and 
two companies The headquarters was designed to form a MDS 
Each company was capable of establishing an ADS The ADS was 
equipped and staffed to provide stretcher squads for evacuating 
RAP The evacuation of casualties from the 
ADS was earned out by 6 six wheeled motor ambulance cars attached 
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to each field ambulance. A divisional pool of 40 aminals w as also 
maintained for the clearance of casualties from the ADS. Three field 
ambulances were normally provided for a division. Immediately 
before the outbreak of the war there \vere three types of field ambu- 
lances. These were : the field ambulance (field army), the field 
ambulance (covering troops) and the field ambulance (external 
defence troops). 

The personnel of the sanitary section perfoimed the duties of 
sanitary police, advisers and inspectors on hygiene matters. These 
units were allotted on a scale of one per division and on an ‘as required’ 
basis for Army and L of G troops. The sanitary section was a 
small unit divisible into sub-sections,- which were attached to the field 
ambulances of brigades operating independently. The sanitary 
sections were later designated field hygiene sections. 

The motor ambulance convoy normally consisted of a head- 
quarters and three sections of 25 motor ambulance cais each. The 
function of this unit was to evacuate casualties from one medical unit 
to another, e.g. from the field ambulance to the CCS and from the 
latter to the ambulance trains. The normal allotment was one per 
coips but here again the allotment depended upon the nature of 
operations and the length of the L of C. The motor ambulance convoy 
also assisted in the conveyance of medical supplies. 

The bearer umt consisted almost entirely of IHG ambulance 
section personnel and was used when operations took place 
in a roadless country. Each army usually had one bearer unit. 

The CGS^ was equipped for 200 patients. It afforded medical 
and surgical treatment for casualties at a point as near the scene of 
battle as possible. One CCS was normally allotted to a division in 
the field. The number of GGSs with a force varied with the length 
of the L ol C. 

The staging section was equipped for 25 patients. Its role 
was to establish rest and lefreshment stations along the route of 
evacuation of casualties. 

Separate general hospitals of 500 and 520 beds were mobilised 
lor Indian and British troops respectively. Twenty beds in general 
hospitals for British troops were reserved for officers. These 
hospitals were mobihsed in numbers sufficient to provide beds in the 
latio of 7 5 per cent, of Indian troops and 10 per cent, of British 
troops of the force. = 


, T ihc field ambulances and the CCSs is realised tvhen the statistics of 

orld W ar I arc considered It was found that 55 per cent of all deaths from wounds 
33 per cent of deaths from all causes occurred while the casualties were in these units 
2 F/Z-io479/H(M) 
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the evolution of field medic \l unhs during world WAll n 
THE HELD AMBULANCES 

Ihc field ainbuHncc was essentially a mobile unit and as such 
could only provide the simplest accommodation and treatment 
Cases requznng more elaborate care t\ere evacuated to medical units 
organised and equipped to deal with complicated cases A field 
ambulance was usually organised into MDS, two ADSs, and the 
required number of casualty clearing posts and rest stations 

The location of the MDS vaned with the type of country over 
which the force was operating, but it was protected from hostile small 
arms fire and was sited within easy access of the mam L of C It w is 
the main holding unit of the field ambulance 

The ADS was formed by i company of tfic field unbul tnee 
and was meant to afford only the most urgent treatment such as that 
of shock, the arrest of haemorrhage and the immobilisation of frac- 
tures It was the responsibility of the ADS commander to colled 
casualties from the RAPs, provide any necessary treatment, speedily 
evacuate casualties to the MDS, maintain communication with the 
regimental medical officer and officer commanding the field ambulance, 
and arrange for the replenishment of medical stoics and equipment 
at the RAP 

The casualty clearing post was formed by a section or part of 
a section of a field ambulance It was highly mobile and was normally 
established when the lines of communication between the RAP and 
the ADS or between the ADS and the MDS were too long If the 
terrain was suitable for motor transport, ambulance cars were detailed 
to carry the casualties to and from the casualty clearing post , other- 
wise, they had to be hand earned or transported on mules or 
ponies 

The field imbulancc in reserve was usually allotted the task 
of providing rest stations for the treatment of minor ailments, which 
were not uncommon It saved divi<;ional manpower, avoided long 
complicated evacuation of cases and prevented overcrowding at the 


During action the field ambulance provided a detachment to 
the RAP for evacuating casualties The composition of this detach- 
ment varied with the terrain, distances involved and the state of 
communication For example, stretcher bearers or mules fitted with 
stretchers were provided dunng mountain warfare, ambulance cars 
or jeeps fitted with stretchers in a country with good roads, and a 
company of a field ambulance in a combined operation In actual 
operations usually only three companies of the three field ambulances 
and one headquarters of a field ambulance provided the medical 
cover to a division The company attached to the reserve brigade 
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was in fact actually committed. The divisional reserve noimally 
was, therefore, two headquarters and three companies. 

During the war go field ambulances were either raised as new 
units or re-orgamsed from one type into another. These included 
67 field ambulances, 3 armoured brigade field ambulances, i motor 
brigade field ambulance, 1 5 light field ambulances, i field ambulance 
(light division), and three field ambulancfes (parachute). Two 
field ambulances were converted into light field ambulances ; i was 
re-orgamsed as a beach medical unit , 9 were lost in Malaya and 2 
were disbanded before August 1945. Three armoured brigade field 
ambulances and one motor brigade field ambulance were converted 
into light field ambulances. Two light field ambulances were con- 
verted into field ambulances , 4 were disbanded in 1943 and i light 
field ambulance and i field ambulance (light division) weie converted 
into field ambulance (parachute). 

The designation, organisation and eomposition of the field 
ambulances changed from time to time This change largely depen- 
ded on the role and composition of the divisions to which they were 
required to provide the medical cover. 

Field Ambulance [Animal and Mechanical Transport) . The field 
ambulance (covering troops) was slightly modified to form the 
field ambulance (India). Its establishment was revised m June i 94 ^> 
and was mainly based on the field ambulance (external defence 
troops). In August 1941, the establishment of the unit was again 
revised and the unit was called a field ambulance (lower scale). 
The unit was provided with additional transport. A field ambulance 
troop RIASC could also be attached to it to make it completely 
mobile on an aU paek basis. The establishment of this unit was 
revised for the third time in October 1942, and the unit was then 
called a field ambulance (mixed transport). This designation was 
finally changed to that of field ambulance (animal and mechanical 
transport). The transport provided m the final establishment 
included 2 light motor cycles, 6 ambulance cars, 5 3 ton general service 
lorries, 2 30 cwt. water tank lorries, 7 riding horses, 17 riding 
ponies and 34 pack mules. 

The basic composition of the unit remained unaltered, i e., the 
unit was divided into a headquarters and two companies. The 
additional personnel and transport provided in the revised establish- 
ment made the unit mobile and flexible. The unit could have an 
administrative headquarters capable of forming an administrative 
section and providing personnel for a light or a heavy MDS. Each 
company could form an ADS or could be divided into a company 
headquarters and two platoons. Each platoon could form a light 
ADS. The composition of the administrative headquarters, company 
headquarters and platoon was as follows . — 
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MDS Company 

headquarters headquarters 


Commanding ol 
(Lieut colonel) 

Quartermasitcr 


Subedar general 
duly ambulance 


I Havildar, clerk 
grade I 


Majot * 

> Captains or 
subalterns 

I Stair 
sergeant 

1 Sergeants 
7 pri\ ales 


Company com- 
mander 

I Corporal 
RAMC 

I Havildar, 
ambulance 
suction 

i Havildar, 
clerk 
grade III 


I Havildai, clerk 5 Havildars, stores i Havildar, stoics 
grade II section section 

grade III 


I HaMidai, ambu- 
lance section 

37 Other ranks, 
lAMC 

33 NCs(E) 

Attached 

RIA^C 

1 Captain or licutc 
nant 

1 Jemadar 

2 Haaildars (MT) 
4 Naiks (MT) 

I Motor mechanic 
4 Motor cyclists 
32 Dri\ers (MT) 

17 Drivers (MT) 
(spai e) 

IBME 
1 Fitter 
1 Llcctiician 
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Each platoon 


Officer Ol VCO 


1 Nursing 01 del 
1 > RAMC 

t Naik 
ambulance 
section 

:6 Sepoys, 
ambulance 
section 

1 Sepoy, ambu- 
lance section 
antigas 

I Sepoy, nursing 
section 

4 NCs(L) 


•In January 1944 he was designated as second m command 
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In April 1945, proposals were made regarding the composition 
of the Indian airborne division under which the ratio of Indian and 
British troops varied considerably in each brigade of the division. To 
meet this new situation a revised war establishment was proposed for 
the unit to provide the flexibility necessary to support any brigade 
m action and which could readily be re-organised to meet the require- 
ments of a change in the composition of the brigade which it normally 
supported. The establishment catered for a re-organised unit consis- 
ting of a mixed headquarters and five sections (Indian and British) 
according to the proportion of the troops m the brigade. The normal 
composition was 3 Indian and 2 British sections. The unit was 
designated parachute field ambulance combined. A proportionate 
increase, necessitated by expansion, from 4 to 5 sections was later 
made both m personnel and transport.? 

THE FIELD HYGIENE SECTIONS 

During the war 84 field hygiene sections were either 
raised as new units or were converted from one type into another. 
These included 70 field hygiene sections, 3 light field hygiene sections, 
I armoured division field hygiene section, i field hygiene section (light 
division) and 9 field hygiene sections (standard division). These field 
hygiene sections included the one converted from the light field 
hygiene section. The armoured division field hygiene section was 
later re-organised into a light field hygiene section , and i field hygiene 
section (light division) and 8 field hygiene sections were converted 
into field hygiene sections (standard division). In addition to the 
above 3 detachments, field hygiene sections consisting of headquarters 
and i section each were also raised. Four field hygiene sections and 
two detachments field hygiene sections were lost m Malaya. One 
field hygiene section and i detachment field hygiene section were 
disbanded in 1942. 

On the outbreak of World War II it was decided to raise field 
hygiene section on the basis of two per division ; one of which was 
to be a divisional unit and the other a L of G unit. At a later 
date it was realised that owing to the lengthy and difficult 
lines of communication, especially on the eastern frontier, and the 
need for these units in training areas this provision was inadequate. 
The scale for raising them was then increased to three per division. 
The unit was organised into headquarters and three sub-sections. 

The first revision of the war establishment of this unit was made 
on 9 August 1939, when one RIASC driver and one lorry for the 
disinfector were also authorised for the section. 

The officer commanding the unit was to be a captain or sub- 
altern. The special features of the establishment were that i havildar 
for headquarters and i naik and 2 sepoys for each section were to 
be provided by the internal security units, on mobilisation, and NCs(E) 


7 F/23I7/H(M), F/36 oi/ 38/H(M) 
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and followers were to be provided by locnl recruitment For a field 
hygiene section employed on the L of C, 54 Tdditional sweepers 
and 40 labourers could be demanded by the headquarters of 
the formation to which the unit was allotted For field hygiene 
sections not on the L of C, such personnel could be demanded 
only in exceptional circumstances Cooking arrangements and 
water supplies for a sub section of the field hygiene section when 
operating with a bngadc detached from a division, were found from 
those allotted to the field ambulance to which it was attached In 
November 1940, a revised establishment for the unit was drawn up 
In view of the expansion of the Army in India, personnel from internal 
security units ivcre no longer available for attachment to the field 
hygiene section and ivere, therefore, replaced by RAMC and 
IHG personnel A staff sergeant RAMC was added to the head- 
quarters who was to take charge of the section in the absence of the 
officer commanding 

By August 1942, the appointment of DADH had been abolished 
from the establishment of the division and it was found that the 
administrative duties of the DADMS left him no time for any work 
m connection with hygiene The officer commanding the field 
hygiene section had, therefore, to undertake a large part of the work 
formerly earned out by the DADH m addition to his own duties 
A recognised specialist in hygiene, with the acting rank of major, 
was, therefore, appointed as officer commanding the unit in order 
to enhance his status m the division and to give weight to his recom- 
mendations This measure was adopted with effect from i October 
1942 The establishment was further amended m July 1943, as it 
was considered too weak m inspectonal and supervisory staff and it 
had too many labourers Provision was made for the appoint- 
ment of selected non medical officers to command the field hygiene 
sections with non divisional troops m order to conserve medical 
manpower The appointment of staff sergeant in headquarters was 
upgraded to the WO class II, as he had to take charge when the 
officer commanding the unit was on tour , the privates authorised 
were upgraded to corporals and a reduction was mide in the number 
of labourers In June 1944, the officer commanding was allowed the 
rank of captain m non divisional field hygiene sections The 
transport finally authorised for the units was i station wagon, 
5 *5 cwt trucks, i 3 ton lorry for disinfector and G bicycles ® 

Light Field Hygiene Section The existing war establishments for 
a field hygiene section and field hygiene section (external defence 
troops) were not suitable for an armoured division, where it was 
necessary that the unit should be fully mobile No transport 
mr this purpose was provided in the existing establishments 
lurtner, these establishments were too large for an armoured 
division field hygiene section A revised establishment was, therefore, 
suggested in December 1940 The transport authorised for the unit 

SF/Z igo27/H(M) F/Z i9o43|H(M) 
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was : I car 4 seater, 3 trucks 1 5 cwt. general service, 1 lorry 30 cwt. 
general service for disinfector and 3 lorries 30 cwt. for personnel. 

In June 1942, sweepers in the establishment were replaced by 
an equal number of labourers, as the former were not easily available. 
In May 1943, owing to the wide dispersion of armoured formations, 
It became necessary to increase the mobility of the inspecting staff 
of a light field hygiene section. Consequently 3 motor cycles were 
authorised for the unit.9 

The Field Hygiene Section {light division) : A field hygiene section 
with a light division was required -in 1942. The reasons for this 
special type of unit were the same as for a field ambulance (light 
division). It was decided that in such a unit 2 sections should be 
organised on pack, the remaining section and headquarters to continue 
on a mechanised basis and work at the road head. The transport 
provided for this unit included • i recce car, i 15 cwt. general service 
truck, 2 3 ton general service lorries and 18 mules.’® 

The Field Hygiene Section {Standard Division) : In August 1944, 
a nev/ establishment for a field hygiene section for a standard division 
as distinct from a non-divisional field hygiene section was drawn up. 
The only difference in this establishment from that of an ordinary 
field hygiene section was in transport, which was authorised at the 
following scale — 3 motor cycles, 4 5 cwt. cars, 2 3 ton general service 
lorries, and 4 5 cwt., two wheeled trailers.” 

THE BEARER UNITS 

The war establishment for a bearer unit which existed at the 
outbreak of the war included 2 medical officers, 4 WOs, 505 other 
ranks (including 476 ambulance bearers and 29 NCs(E) with pack 
transport). A unit of this type had been demanded by Malaya 
Command m 1941, but it had not been possible to provide it without 
delaying the dates of readiness of other commitments. Instead the 
Dewas Senior Medical Detachment, which was an Indian State 
Forces (ISF) unit and had been lent for service overseas, was sent. This 
unit consisted of i non-medical subedar, i sub-assistant surgeon, 
I havildar, 2 naiks, 4 lance naiks, 25 sepoys (ambulance bearers) 
and 4 sepoys as reinforcements. It was suggested that Malaya 
Command might recruit the balance of the ambulance bearers locally 
and tram them in the three field ambulances then in Malaya. 

In 1942, it was decided to raise a light division. It was neces- 
sary to provide means for transporting to the roadhead such casualties 
in this division as were unfit to be carried on mules. This necessitated 
the resurrection, in a modified form, of the old bearer unit. It was 
further considered necessary to provide for the carriage of 25 cases 
at any one time. The establishment for a bearer company, as the 
unit was then designated, was drawn up in August 1942. ^The staff 

9 I /Z - 2I769/H(M), F/36oi/59/H(M) 
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authonsed ^vas— i officer, 2 jcmadirs, 4 hivildars, 222 other ranks 
and 4 NCs(E) Later an increase of 2 havildars, 26 other ranks ^nnd 
18 NCs(E) and 7 MT drivers was authonsed The bearer 
compam was diMsible into 2 bearer sections each of i havildar, 
2 naiks, 4 lance naiks and 96 sepoys It was capable of carrying 25 
patients at any one time alloiving 8 men, uorking in relays of 4 at a 
time, for the carnage of each case The first bearer company was 
raised on 10 November I 94 ^» *5 such units ivere formed 

during the i\ar”* 


THE CASUALTY CLEARING STATIONS 


The CCS was orgamsed into a light section of 50 beds, a heav> 
section of 150 beds and an administrative headquarters which could 
be attached to either a light or heavy section The light section had 
an operating team attached to it which could be moved forward as 
required The heavy section was divisible into two half sections of 
75 beds each, and could be moved fonvard in two lifts In the earlier 
stages the unit wis authonsed only 7 officers winch included i surgical 
specialist Later an anaesthetist was added One matron and 7 
nursing sisters could be authonsed for certain units under orders 
from the GHQ, In November 1943, the number of officers was 
increased to 10, which included a quartermaster The establishment 
was again revised in January 1945, and a graded physician was autho- 
nsed instead of one general duty medical officer In May 1945, 
provision was made for the attachment of a mobile X-ray unit with 
a radiologist 

Casualties from this unit were evacuated to the general hospitals 
or to the convalescent depots The light section could be moved 
fonvard to take over from a field ambulance Its rapid advance was 
thus most useful as the heavy section thereby got time to dispose of 
casualties before it rejoined the light section Dunng static warfare 
the CCSs could be grouped together Dunng the advance of a force 
the CCSs were usually employed in echelon, so that while one was 
opened the other was packed up to go forward *3 

Twenty four CCSs were raised during the war, of which one 
was lost m Malaya and two were disbanded in 1944 


THE STAGING SECTIONS 


During the early stages of the war staging sections were raised 
% The establishment 

fnr f ^ Runing personnel were authonsed for the unit 

personnel for the 

unu tor Bntish troops Staging sections were sited to establish resting 
and refehment stations on the L of C Staging seettons for Sian 


'*F/2;.2234g/H(M) 
>5 F/Z 19o75/H(M) 
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troops were also used to form hospitals for labour and railway 
companies. 

Towards the end of 1940, a combined staging section, later 
designated staging section (combined) was formed. Such units in 
the beginning functioned in the Middle East for a year and after 
sufficient experience had been gamed of their working, a regular war 
establishment was drawn up in February 1942. By 1943, all Indian 
and British staging sections were organised as staging sections (com- 
bined) with the exception of a few which were then overseas. The 
unit was designed to hold 20 Indian and 5 British beds capable of 
expansion to 40 Indian and 10 British beds.'"* 

One hundred and twenty-four staging sections were raised 
either as new units or re-organised from one type into another. These 
included 30 staging sections (IT), 16 staging sections (BT) and 78 
staging sections (combined). Seven staging sections (IT) and ir 
staging sections (BT) were converted into staging sections (combined). 
One staging section (IT) was lost in Malaya. One staging section 
(IT) and 2 staging sections (BT) were disbanded before the end of the 
war. 


THE FIELD HOSPITALS 

In 1943, the need had arisen for an improved type of staging 
section capable of accommodating 100 patients and of providing 
emergency surgical treatment. A unit of this type was required for 
isolated air-fields remote from other medical units and in combined 
operations to act as a beach medical unit. The establishment was 
authorised in June 1943. It was designed to provide field hospital 
accommodation with surgical treatment for 25 Indian and 75 British 
troops, which was the proportion required for the special formation 
for which this unit was designed. In order to allow for elasticity 
and unforeseen local changes 50 of the British beds were equipped 
to take Indian troops if necessary. Adequate transport was also 
provided to give the field hospital the mobility essential foi an 
isolated unit of this type. Using several lifts and supplemented 
by such other transport as might be available it could move rapidly. 
This transport was not required when the unit was allotted for com- 
bined operations. *5 Xhe first field hospital was raised on 15 
^943 and, m all, five such units were raised. Two of these were 
latei re-organiscd as beach medical units. 


THE BEACH MEDICAL UNITS 


In combined operations the field hospital was generally consi- 
dered inadequate for the task it was required to perform. In fact it 
was usually employed together with attached personnel borrowed f^ 
operational purposes from other units. This continuous makeshift 


14 F/Z-19034/H(M), F/Z-I9035/H(M), 
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arrangement was unsatisfictory, hence a war establishment for the 
beach medical unit was drawn up which would enable it to operate 
independently 

The officer commanding the unit also acted as senior medical 
officer of the beach group and embarkation medical officer This 
establishment was sanctioned in July 1944 Two existing field hospitals 
were re-orgamsed on this establishment on 10 September 1944 

When this establishment was issued the unit was more or less 
in the experimental stage When m operation on a beachead, 
the unit was required to hold and treat casualties and undertake 
major surgery until such time as the evacuation from the beach was 
possible, and was also responsible for all medical commitments 
on the beachcad i e , hygiene, sanitation, evacuation of casualties etc 
In order to meet these needs the establishment was revised in February 
1945 The pnncipal changes in the revised establishment were the 
introduction of a major, as second in command, and i anaesthetist 
Corresponding adjustments were also made in the other rank 
personnel *6 In all, three beach medical units were raised dunng 
the war, one being converted from a field ambulance 

THE MALARIA FORWARD TREATMENT UNITS 

The malaria forward treatment unit (MFTU) was capable of 
holding and treating 600 patients Special facilities for the examina- 
tion of blood slides were available and specialists with expert know- 
ledge of malana were on the staff of these units It was planned 
to provide each division operating in a malarious country with two 
such units It was hoped that the loss of manpower caused by malana 
would thus be reduced The plan that was formed m March 1944, 
was to provide a total of 16 units of this kind By that time 4 such 
units were with the Fourteenth Army, an additional 4 were to move in 
at the end of March 1944, and the remaining 8 at the end of April 

1944 

THE GENERAL HOSPITALS 

Considerable rc-organisation took place m the types and com- 
position of general hospitals raised In all 117 general hospitals were 
raised These included 37 general hospitals for Indian troops, 9 
general hospitals for Bntish troops and 71 general hospitals (combined) 
Fourteen general hospitals for Indian troops and 8 general hospitals 
for British troops were re organised as general hospitals (combined) 
Three general hospitals for Indian troops and 3 general hospitals 
(combined) were lost m Malaya One general hospital (combined) 
was disbanded before August 1945 Eight hospital detachments 
and 24 sections of general hospitals were also raised By August 
* 945 i all these detachments and sections, excepting 4 sections of 
general hospitals, were either lost, disbanded or amalgamated with 
the other hospitals The total authorised bed strength of general 

‘6 F/ 36 oi/ 8 /H{M) 17 F/36oi/86/H(M) See also page 317 
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hospitals and sections of general hospitals on 15 August 1945, was 
50,085 for Indian troops (including 600 beds with the British general 
hospitals) and 11,950 for British troops. 

General hospitals were mobilised in sufficient numbers to 
provide bed accommodation on the scale of 8 per cent, for Indian 
troops and 10 per cent, for British troops operating in an area. 
Provision was also made for the expansion of these hospitals in an 
emergency. They were located at the bases or L of G areas. When 
the lines of communication were long, a few of these were sited 
in the advanced base areas near the rail or road heads. 

The General Hospital for Indian Troops : The existing types of 
general hospitals for Indian troops were Indian general hospital 
(India) and Indian general hospital (external defence troops). 
Initially only the establishments for these types of hospitals had been 
drawn up ; the hospitals did not actually exist as formed units. A 
revision of the establishment of an Indian general hospital (India) 
was undertaken in September 1939. The establishment was to cater 
for a hospital consisting of a headquarters and a section of 100 beds 
capable of expansion to a total of 10 sections. 

In November 1940, an amendment was proposed in the hospital 
establishment showing the number of majors authorised as distinct 
from the captains or subalterns. Majors were appointed as bfficers 
in charge medical and surgical divisions and registrars. In March 
1941, the establishment was again revised and the new establishment 
catered for a hospital of a headquarters and 4 sections capable of 
expansion to a total of 10 sections. *8 

The General Hospital for British troops : In November 1941 
establishment for the general hospital British troops of 600 beds 
divided into 6 sections was authorised. To cater for hospitals of less 
than 6 sections the establishment was arranged on a sliding scale of 
a headquarters and 1-6 sections by making a proportionate reduction 
in the staff. The first hospital on this establishment was raised in 
December 1941, and its war establishment was finally published in 
March 1942. The salient features of the establishment were that 
officers-in-charge of the surgical and medical divisions in the rank of 
major were provided for hospitals of 4 sections and over ; hospitals 
of 2-5 sections were authorised i surgeon, i physician and i anaes- 
thetist ; and in those of 6 sections i ophthalmologist and i oto- 
rhino-laryngologist were also authorised. 

^ In July 1942, it was found necessary to expand one such general 
hospital for British troops to one headquarters and 8 sections. Provi- 
sion for theatre sisters at the scale of i theatre sister for 500 or less and 
2 theatre sisters for 501 beds or over was also made. These amend- 
ments were incorporated in the establishment m January 1943* 
Apnl 1943, with a view to economising in doctors, the assistant surgeons 
of the IMI)(BG) were eliminated from the establishment and in lieu 
thereof a quartermaster was included for two sections and over. This 
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cstibhshment was cancelled in August 1944, as no hospital in India 
was functioning on it ‘9 

The General Hospital {Combined) This was a new type of hospital 
introduced in the early months of the w ar Overseas operations had 
necessitated the formation of such a unit for external defence troops 
The existing establishments of general hospitals for Indian and British 
troops nere taken as a guide in the preparation of a new war esta- 
blishment to cater for a hospital of a headquarters, with 5 Indian and 

5 Bntish sections This establishment was issued in April 1940 In 
October 1940, the establishment for a general hospital (combined) 
of a headquarters with i Indian and 1 British section was also sanc- 
tioned In March 1941, it was decided that the standard composi- 
tion for a general hospital (combined) should be a headquarters and 

6 sections (5 Indian and i Bntish) Hospitals of this composition had 
already been raised on special establishment with certain modifications 
to the existing establishment The \var establishment was issued in 
Apnl 1941 Thus there were 3 types of war establishments for general 
hospitals (combined) viz , headquarters with 5 Indian and 5 Bntish 
sections , headquarters with i Indian and i Bntish section, and head- 
quarters with 5 Indian and i Bntish sections Future commitments 
envisaged a hospital consisting of a headquarters with 2 Indian and 
2 Bntish sections for which another war establishment was required 
In order to obviate the necessity lor so many different establishments 
It was proposed to replace these by a more elastic form of a single 
establishment on a sliding scale Accordingly an establishment for 
a general hospital (combined) of a headquarters with i to 5 Indian 
and an equal number of British sections was issued in August 1941 
Provision was also made m the establishment to enable both Indian 
and Bntish wings to expand beyond 5 sections, if necessary A 
registrar was authorised for hospitals of 4 sections and over, and 
officers in charge of medical and surgical divisions for those of 6 
sections and over In addition, specialists in medicine, anaesthetics 
and surgery were authorised 

In view of the acute shortage of nursing officers it became 
necessary to reduce the allotment of nurses m the Indian wing to 
about half the actual requirements By January 1942, many members 
of the ANS(l) had volunteered for service overseas They were 
posted to these hospitals in place of nursing officers 

Expenence of the working of this estabhshment had indicated 
that the proportion of other ranks and tradesmen in the British wing 
and headquarters i\as inadequate Consequently m November 
J942, the war estabhshment was again revised The revised scale 
departed completely from the previous method of calculating require 
ments and provided an establishment in three parts — 

(i) A headquarters suitable for a- 10 sections irrespective of propor- 
tion of Indian and British beds 

*9F/Z 2o63B/H{M), F/2o88/H(M) F/ 36 oi/ 35/H(M) 
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(a) An Indian wing of 1-5 sections. 

(ill) A British wing of 1-5 sections. 

In all cases provision was made for further expansion. For 
hospitals of 1 0 sections and over the officer commanding was a colonel 
and the officers in charge of surgical and medical divisions were 
lieut.-colonels. The other features of the establishment were the 
complete elimination of assistant surgeons IMD(BC), the introduction 
of a quartermaster for hospitals of 4 sections and over, and the provi- 
sion for an increase in the number of the ANS(I) m the establishment 
when they were available. For hospitals of 6 sections and 
over an additional surgeon was provided in the establishment. This 
establishment was issued in January 1943, but was never adopted as 
immediately afterwards, in February 1943, further proposals for 
revision were made. At that time the general policy of the Medical 
Directorate was to form combined general hospitals when possible 
as these were more eeonomical than separate general hospitals. 

Nearly two years experienee of the war establishment of a general 
hospital for Indian troops had brought to light many defects. The 
headquarters staff provided was the same for all hospitals from 4 to 10 
sections and was found to be inadequate for large hospitals. The 
specialists allowed were too few in the large hospitals and there was 
no means of adjusting specialist requirements in any given situation 
within the establishment. The establishment covered only 4-10 
sections and special establishments had to be prepared for smallei 
hospitals. In view of the above and the fact that after careful eonsi- 
deration it had been found possible in some cases to make certain 
reductions, a revised establishment was published m April 1943- 

The sanction of the Govei nment of India had existed in August 
i942j for the registrar to be a majoi or captain in the hospitals of 
2-4 sections and a lieut. -colonel or major in the hospitals of larger bed 
strength. This arrangement had not been incorporated when the 
levised establishment was drawn up and the latter was accordingly 
amended in July 1943. Provision was made for the registrar to 
be a medical or non-medical officer. A medical officer was provided 
in the rank of major only in hospitals with more than 3 sections. A 
non-medical registrar in the rank of major/captain could be provided 
for a hospital with 2-4 sections and in the rank of heut.-colonel/major 
for hospitals of more than 4 sections. The appointment of a 
quai termaster was to be held by a lieutenant (quartermaster) of the 
Special List (Quartermasters) Indian Army, or an emergency com- 
missioned officer holding a combatant commission wherever possible. 
In March 1944, it was decided to include the staff authorised for 
an X-ray unit i e., one radiologist, one radiographer, two batmen and 
one ivard servant, in the establishment of a general hospital of 7 
sections and over.'^® 
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The Base General Hospital for Indian Troops^' November 

1012 hrRc bisc WpUM. for Indnn troops were ^iscd on the esta- 
blishment for generil hospitils for Indnn troops This csliblishmcnt 
only extended up to 10 scctioas so tint -iny hrger tlnn this 

required specnl authority for additional staff The specialist situa- 
tion had then tcmporanly improved by the posting of additional 
specialists to these hospitals A revased establishment was dnwn up 
in October 1042 This was to be applied to the two proposed hospitals 
ofVa and 15 sections at Lucknow and to No 6 IBGH(IT), Karachi 
and possibly other large base hospitals The establishment was 
designed to ensure adeejuate medical attention to w ar casualties 
and provide hospitals for treatment on the most modern lines 
consistently with tlic utmost economy in personnel It was 
considered essential that the officer commanding should be a colonel 
and the two division commanders licut -colonels This establish- 
ment was published m December 1942 Specialists were authonsed 
as follows in the establishment — 


Physicians 

83 

heclions 

1 

to-14 

Sections 

1 

15 Sections 
and over 

2 

Surgeons 

2 

3 

3 

Anaesthetists 

1 

2 

2 

Radiologist 

I 

1 

I 

Ophthalmologist 

1 

1 

1 

Oto-rhino laryngologist 

I 

1 

I 


A psychiatrist and/or a pathologist could be added to the 
establishment under orders of the 

Theatre sisters were authorised at the scale of 3 for hospitals 
of 8 9 sections and 5 for 10 sections and over One nursing sister 
each for ophthalmology and oto rhino laryngology departments was 
also authonsed 

In March 1944, provision was made for the attachment of a 
venereal diseases wing to the hospital and consequent reductions 
were made in the mam establishment, which included 2 medical 
officers and 6 nursing sisters In August 1944, an amendment was 
made regarding the formation of an ophthalmic centre m the hospital 
and consequent changes m the main establishment were made In 
December 1944, provision was also made for additional personnel for 
a hospital which provided accommodation for mental patients It 
had not generally been possible in the past, owang to the shortage of 
trained staff, to form a laboratory m a base general hospital and it 
had been necessary to rely for pathological work on local resources 
such as distnct or station laboratones or to attach a field laboratory 
to a base hospital By Apnl 1945, the position with regard to the 
availabihty of trained staff and equipment permitted the formation 
of laboratones in most base general hospitals The general operational 
situation did not permit of field laboratones being used for this purpose * 
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and district and station laboratories could no longer carry the burden. 
It was, therefore, decided to increase the existing establishment 
of the base hospitals, which already included i pathologist and i 
jemadar laboratory assistant by one more jemadar laboratory assistant 
and 2 laboratory trained ward servants for hospitals up to 9 sections 
and 3 for hospitals of 10 or more sections. This amendment was 
adopted in May 1945.“^ 

Base General Hospital for British Troops : In the early stages base 
general hospitals for overseas casualties among British troops were 
raised on special establishments as and when required. In August 
1941, it became necessary to provide a regular establishment for such 
hospitals. The proposed establishment was based on the United 
Kingdom establishment for a British general hospital of corresponding 
size modified to suit Indian conditions. In May 1942, following a 
request from the War Office, India agreed to provide hospital acco- 
mmodation for a number of British casualties from overseas. India 
oflfered to provide equipment for the hospitals and to substitute certain 
categories of the British personnel of a general hospital with Indian 
personnel ; the balance, compnsing only essential medical personnel, 
was to be sent from the United Kingdom. A revised war establish- 
ment for a Bntish general hospital (10 sections) modified for India was 
prepared. The specialists authorised for the hospital were ' 2 
physicians , 3 surgeons , i radiologist , i pathologist, i ENT specialist, 
I ophthalmologist and 2 anaesthetists. 

In the event of this hospital expanding beyond 10 sections the 
following additional staff was to be added for each section : i medical 
officer, 6 sisters, 6 nursing orderlies, RAMG, 4 ward servants, IHG, 
4 batmen, 4 sweepers and 2 water carriers. 

Subsequently, lack of accommodation for siting the hospitals 
forced a departure from the policy of having hospitals of only 10 
sections and it was found necessary to cater for hospitals of varying 
sizes over 10 sections. A revised establishment was, therefore, 
proposed in February 1943, which catered for 10 sections, increasing 
up to 20 sections. All the increases proposed were proportionate. 
The opportunity was also taken of reducing the number of medical 
officers by 2 for 10 sections. The reduction was compensated for 
by the introduction of non-medical company officer for non-profession- 
al duties and by the introduction of an additional regimental sergeant 
major (hospital duties) who was to relieve the medical officer of certain 
routine work. The number of specialists was also reduced. This war 
establishment was published in April 1943. At the same time it was 
decided that company officers could not be provided for hospitals of 
less than 10 sections. In May 1943, a pathologist was authorised. 
In October 1943, in view of the volume and importance of the medical 
work another specialist in medicine was authorised for 20 sections 
replacing a general duty medical officer. 
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Specialists were authonsed as follows m the establishment 
2 surgeons, i physician, 2 anaesthetists, i radiologist, i oto rhmo- 
laryngologist, i ophthalmologist, i pathologist, i dermatologist (m 
ho«pital with a dermatological wing) and i psychntnst (one per 100 
psychiatnc beds m a hospital with psychiatric wing) 

In addition to the above, i specialist m surgery was added for 
14 sections and another for 20 sections , i specialist m medicine for 15 
sections and 2 for 20 sections 

THE CONVALESCENT DEPOTS 

As early as 1940, DMS had stressed the need for convalescent 
camps and depots But till June 1942, there were only tivo field con- 
valescent depots, one for Indian and the other for British troops in 
India Others were to be mobilised and opened as and when the 
situation demanded Two base convalescent depots were functioning 
at Wellington and Poona for Bntish troops It was not intended at 
that time to open base convalescent depots for Indian troops 

The war establishments for convalescent depots both for Indian 
and Bntish troops were revised m 1941 Each unit was to cater for 
500 men The establishment m the Indian and Bntish convalescent 
depots, included 2 medical officers These establishments were revised 
again in January 1943, when i medical officer and i sub-assistant 
surgeon IMD(IG) were reduced from the establishment of the unit 
for Indian troops, and i attached VCO was replaced by i jemadar 
stores section, IHG 

By November 1944, there had been frequent cnticisms regarding 
these establishments It was finally decided that a special form of 
convalescent depot, to be designated a base convalescent depot, 
should be formed to cater for 500 or 1,000 troops This unit was to 
be used exclusively for the reception of cases from the base hospitals 
m India Command The unit was to consist of a headquarters, a 
rehabilitation wing of 300 or 600 beds and a training wing of 200 or 
400 beds The officer commanding and the officer in charge of the 
^^^l^ditation wing of the unit were to be medical officers and the 
^ ^ charge of the training wing a combatant officer The 

rehabilitation wing was to incorporate in its establishment personnel 
specially trained in rehabilitation whilst the aim in the training wing 
was to have personnel who would be able to give instruction in 
physical traimng, arms dnll and organised games These establish- 
ments were issued m January 1945, and the two existing 500 bed 
convalescent depots for Indian troops and the one existing 1,000 bed 
convalescent depot for Bntish troops, which was on a special establish- 
ment sanctioned m 1942, were brought on to these establishments 
t three convalescent depots for Indian troops, ig con- 

valescent depots for Bntish troops and 6 convalescent depots (com- 

*3F/^ao638/H{M), F/2o88/H(M) F/36oi/35/H(M) 
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bmed) were raised. Out of the 6 convalescent depots (combined) 
I was disbanded in 1944, and i in 1945. One convalescent depot foi 
Indian troops and i convalescent depot for British troops were lost in 
Malaya. Three convalescent depots for Indian troops and 3 convales- 
cent depots for British troops were converted into convalescent depots 
(combined), out of which i was re-converted into a convalescent depot 
for Indian troops. In addition, officers’ convalescent depots were 
also formed at Poona, Mussorie, and Lebong. A convalescent depot 
for women was located at Mount Abu. The total beds provided in 
convalescent depots on 15 August 1945, was 16,500 for Indian troops 
and 9,050 for British troops which included 550 beds for officers and 
women. 


THE AMBULANCE TRAINS 

In order to provide facilities for the movement of casualties 
over the different gauges of Indian railways ambulance trams were 
constructed to run on broad, metre and narrow gauge railways. 
The carrying capacity of the broad gauge ambulance trains varied 
from 196 to 268. In the trains with a higher capacity approximately 
one-fifth of the accommodation could be added by installing emergency 
pull-out berths for use during the peabf period of evacuation. These 
ambulance trains were of vestibuled stock, fitted with fans, lights and 
full sanitary and ablution facilities. Cupboards and lockeis, full 
facilities for the preparation of standard and special diets, refrigerators, 
cold storage room, dispensary, and sleeping and dining accommoda- 
tion for the permanent staff, were also provided. All these trains 
had two ward cars, each for 35 patients. These were mosquito-proofed 
and were air conditioned by means of a special twin-diesel engine 
plant housed in a separate car. The other coaches accommodated 
medical headquarters, dispensary, ration store and the medical staff. 
A brake van was also provided for carrying clothing, stores etc. 

The war establishment for an ambulance train that was drawn 
up in the early stages included 2 medical officers, 2 nursing officers, 
7 BORs, RAMC, 2 VCOs of the IMD, 8 lORs, 15 NCs(E) and 4 
NCs (unenrolled) of the IHG. This establishment was revised twice, 
the last revision being m June 1944. The changes from the first 
establishment were an increase of 2 other ranks RAMC and 2 NCs(E) 
lAMC and a decrease of 2 VCOs, 4 other ranks and 4 NCs (unenrolled). 
One WO and 2 fitters of the Indian Electrical and Mechanical 
Engineers (lEME) were also attached when an air conditioning plant 
was earned. 

Facilities were available in the tram for the treatment of sick 
and wounded including transfusion equipment and equipment for 
minor surgery and for the administration of oxygen. 

Ambulance trains in India were operated by civil railway 
employees, their movement being arranged by the Movement Control 
Authorities at the request of GHQ, Evacuation and Distribution 
Staff. 
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The inclcr gauge ambulance trams had the same staff and 
facilities as the broad gauge ambulance trains but the carrying 
capacity was between 126 and 15G One of the trains could carry 
192 patients and another 212 

One short improvised narrow gauge rake v\as provided for 
use on the Lohardaga-Chas line llus had a carrying capacity of 
80 sitting and 24 lying eases and a reduced scale of medical personnel 
and equipment “5 

The total number of ambulance trains raised was 33 These 
included 14 broad gauge, 13 meter gauge and 1 narrow gauge for 
service in India and 3 standard gauge trams for service overseas 
Personnel alone were raised for the remaining 2 ambulance trains for 
Persia and Iraq Command and Ceylon Out of the 33 units 
3 were disbanded before August 1945 

HeadqtarleTS imbulance Tram Another formation complcmcn 
tary to the ambulance trams was the headquarters ambulance tram 
to supervise the working of trains from the eastern front The war 
establishment of this formation was drawn up in July 1941 The 
personnel authonsed (divided in a hcadqu irtcrs and three sections) 
included the following — 

RAMG 

Quar term aster Officer Gommaiicling i 

Other ranks 27 

lAMC 

Other ranks 14 

NCs(E) 89 

Attached 

Captain to supervise an conditjomng of trains i 

Dietician junior commander \VAC(I) i 

Independent Ward Coaches^ Broad Gauge and Meier Gauge IJiesc 
were single bogies and were self contained Their carrying capacity 
varied from 16 to 25 casualties according to their design There 
vvas accommodation Ibr a small staff and facihtics for cooking, and 
also for providing medical treatment on the journey 1 hese coaches, 
used^for the transport of a small number of casualties, who did not 
require extensive medical treatment on the journey, were attached 
to mail, passenger and express trams as required They were found 
pa^cularly useful for distributing cases such as maxillo-facial, ortho 
p^dic, neuro-surgical to the special centres The first independent 
were raised in 1942, and the total number of these coaches 
raised during the war was 3 meter gauge and 12 broad gauge 

Ambulance Coaches These were four-wheeled vehicles with a 
carrying capacity of 14 lying cases They were used for very short 
uns, such as from the dockside to the railway siding in cases where 
e r^ius was too small to permit the passage of an 8-wheclcd vehicle 
c nrst ambulance coach was introduced in June 1945 
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THE HOSPITAL RIVER STEAMERS 

These were small river steamers converted for the carriage 
of sick and wounded. Their tonnage was usually less than 2,000 tons. 
In view of their shallow draft they could operate on large rivers, 
creeks and in sheltered coastal waters. The type of vessel that had 
been converted could carry approximately 100 ceisualties. Acco- 
mmodation was also provided for medical staff. The medical person- 
nel and equipment and other facilities aboard were sufficient for a 
voyage of from 8 hours to 2-3 days, which was their usual run. The 
steamers were 'under the administrative control of the DMS and were 
operated by the Inland Water Transport .^7 

The medical staff authorised for the hospital river steamers 
was : I medical officer, 2 nurses, i other rank, RAMC, i havildar, 
10 other ranks and 10 NCs(E), lAMG. 

THE HOSPITAL SHIPS 

The military hospital ships were unarmed, were protected 
under the terms of International Conventions and were distinguished 
by the exterior being painted white with a horizontal band of 
green about a metre and half in breadth. They also hoisted their 
national flag, the white flag with a red cross provided by the Geneva 
Convention and, if they belonged to a neutral state, the national flag 
of the belhgerent state under whose control they were placed. Hospital 
ships were used for the evacuation of casualties from the base ports in 
a theatre of operations to the military hospitals outside the theatre. 
They could also be employed for short or long periods as floating 
hospitals. 

They had a complete medical staff including specialists. Their 
eqmpment included one or more operating theatres, X-ray room and 
plaster room. An air conditioned ward was usually provided m 
the hospital ships operating in tropical waters. The number of 
medical personnel and the number of casualties carried varied 
according to the size of the ship.-S The ships under the control of 
India Command were Karapara, Karoa, Talamba, Tairea and Wu- 
Sueh. Their carrying capacity was 355, 400, 485, 483 and 250 patients 
respectively Talamba was attacked and sunk by Axis bombers on 
11/12 July 1943, whilst embarking casualties off Avola in Sicily. 

THE HOSPITAL CARRIERS 

The hospital carriers were passenger steamers temporary 
adapted for the conveyance of sick and wounded during the period 
when hospital ships were being fitted. They were subject to the same 
restrictions regarding the carriage of armed personnel and earned the 
same markings, staff and equipment 2 ls the hospital ships. In all 
three hospital carriers, J\^alcheria, Badora and Malchior Trueb with a 
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carrying capacity of 120, 120 and 300 respectively, were commissioned 
dunng the war 


THE AMBULANCE TRANSPORT 

Dunng the war only one Ambulance Transport, Rajula, with 
a carrying capacity of 300 to 350 was commissioned It was used 
on the outward voyage for the transport of troops but was fitted for 
the homeward voyage, either partly or wholly, to carry the sick and 
wounded It had no distinguishing marks to denote its function 
and could claim no protection Facilities for the treatment of sick 
and wounded were not as adequate as on a hospital ship 

THE TROOPING PARTIES 

Trooping parties were raised for duty with the troops on a voyage 
The establishment of a trooping party consisted of i medical officer, 
5 Bntish other ranks, RAMG, and 3 other ranks, lAMG Twenty 
trooping parties were raised in January 1945 These were under 
the control of the Movements Control, QMG’s Branch 3 ° 

THE MEDICAL STORES UNITSS* 

The field medical stores units included reserve base depot 
medical stores, base depot medical stores, depot medical stores, 
transit depot medical stores and sub-depot medical stores Reserve 
base depot medical stores were two in number and were attached 
to No 3 Reserve Base, Panagarh, and No 4 Reserve Base, Avadi 
Transit depot medical stores were used for the escorting, tracing and 
handling of stores from the base into the dock areas and their loading 
into the ships Base depot medical stores were capable of main- 
taining one corps or 3 depot medical stores The depot medical 
stores could maintain one division with associated non-divisional 
troops , and sub depot medical stores were designed for the main- 
tenance of a bngade group This last unit was not self contained but 
was attached to a CCS or a general hospital Initially these store 
depots held a scale of equipment represented by one month supply 
wastage All field stores units were designed to hold, 
in addition to the initial scale, 3 months reserve of medical stores 

The number of stores units raised or re-organised from one type 
o another dunng the war was 54 These included 2 reserve base 
stores, 3 transit depot medical stores, 10 base depot 
edteal stores, 14 sub depot medical stores and 25 depot medical 
T^^ce depot medical stores were converted into base depot 
spH reserve base depot medical stores were re-organi- 

lo^i depot medical stores One depot medical stores was 

, One depot medical stores and i transit depot medical 
were disbanded before August 1945 

C/i/4a/H(M) so F/36 oi/9o/H(M) 3 * Sec also page 347 
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establishment in July 1944 and i havildar clerical section vas added. 
Pro%dsion •^vas also made for the officer commanding to be non- 
medical. This became possible when suitably qualified non-medical 
officers were available who could efficiently" carr}" out the malaria 
control duties. Transport was also increased and the motor c}"cle, 
which had not proved satisfactory on the slippery and muddy roads 
in the eastern front, was replaced by a jeep or a 15 ci\"t. truck. All 
these changes were introduced in the establishment issued in April 
1943. The number of anti-malaria units required and allotted to an 
area ivas calculated on a regional basis and not on the military 
formations. The method employed was to survey a representative 
base or L of G area and to assess the required number of units. The 
total requirements of a given region were then worked out fi'om the 
information so obtained. The normal allotment in a corps was 
6 units — 3 per corps and i per diidsion.ss The total number of 
anti-malaria units raised was 122, out of which 2 were lost in Malaya 
and 3 were disbanded before August 1945.34 


THE DENTAL. UNITS 

There were three types of dental unit, the dental unit for 
Indian troops, dental unit for British troops and the dental mechanic 
unit. 

The establishment authorised for a dental unit for Indian and 
British troops was : — 


IMS (^Dental BrancK) Officer 
ADC 

Officer 

Orderly 

IHC 

Ambulance section sepoys 
Nursing section sepoy 
NGs(E) 

Total 


Indian unit British unit 

I 


I 

I 


2 

1 

2 
6 


I 


6 


The war estabhshment of a dental mechanic unit included 1 
dental mechanic, ADC and 2 NCs(E) of the IHG.35 

The total number of units raised in the war was 84 dental units 
(51 for Indian troops, and 33 for British troops) and 29 dental 
mechanic units. 


33 F/Z/20585/H(M), F/36oi/49/H(M), F/ 36 oi/ 55 /H(M) 

34 See also Volume on Prevention of Diseases, Malaria Control and J^utrition 
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THE X-RAY UNIT OR MOBILE \-RAY UNITS 

The X ray or mobile X-riy unit wa^ attached to n ijencraj 
hospital or a CCS and nvts under the orders and administrative control 
of the omcer commanding the unit to which it was attached The 
staff authonsed was i medical officer, i VCO radiographer, and i 
ward servant The mobile X-ray unit, in addition, had a 3 ton 
general service lorry for X-ray plant, and a 3® general service 
lorry for a generating set and 3 dnsers of the RIASG to make the 
unit mobile One mobile X-ray unit and 2 X-ray units were allotted 
to a division By March 1945, each CCS and general hospital had 
an X-ray unit 

The total number of X-ray units raised during the war was 97 
This included 60 X-ray units, 34 mobile X-ray units and 3 mobile 
servicing units, which were formed from the existing 3 mobile X-ray 
units Three X-ray units were lost m Malaya and 7 were disbanded 
before August 1945 


the ophthalmologigal units 

The establishment of the unit which was drawn up m April 
1941, included i specialist in ophthalmology, i nursing orderly RAMC, 
I nursing sepoy and i ambulance section sepoy of the IHG 3 ^ The 
normal allotment was i ophthalmological unit per division The 
first unit was raised on 18 July 1941 and the total number raised 
was 29 


THE surgical UNITS (eNT) 

Before June 1941, specialists m ENT diseases were posted to 
the general hospitals when required The estabUshment for the 
surgical unit (ENT) was drawn up in July 1941, and included an 
oto-rhmo laryngologist, i nursing orderly, RAMC, i nursing section 
sepoy, t ambulance section sepoy and l ward servant of the IHG 
One surgical unit (ENT) was allotted a division 37 The first unit 
was formed on 1 8 July 1941 and the total number raised was 20 

THE MOBILE SURCICAL UNITS 

Reports from the Middle East had shown that when a large 
number of casualties were received one surgical specialist, as was 
then authorised for a general hospital or a CCS, was inadequate 
to cope with the work Often two additional surgeons were required 
It was suggested that the most economical way of supplying additional 
surgical teams was not by increasing the establishment of general 
hospitals and CCSs but by the formation of self contained mobile 
surgical units each comprising a surgical team As mobile 
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units they could under certain circumstances be moved as far 
forward as the MDS to provide, if the military situation permitted, 
skilled surgical treatment. Their normal use, however, was to 
supplement the existing surgical facilities in the general hospitals 
and CCSs. The estabhshment for such a unit was drawn up in 
June 1941, and included i surgeon, i anesthetist, i nursing sister, 
I corporal and i private, operating room attendants of the RAMG, 
I subedar IMD, 2 nursing section sepoys, 4 ambulance section sepoys, 
and 4 NCs(E) of the IHC. The object of the unit was to bring 
surgical aid to the patient rather than transport the patient back 
to a surgeon rendered static by the bulk and complexity of his equip- 
ment, The services of a mobile surgical unit ensured that the interval 
between the receipt of a wound and skilled surgical treatment was 
minimised. This not only helped towards speeding up recovery, but 
also lessened the period of inevitable discomfort for the wounded. In 
October 1943, a conference of surgeons was held at GHQ,to review 
the establishment of the unit. These officers had valuable experience 
with this type of unit in the campaign in the eastern theatre. As a 
result, a new estabhshment, designed to afford greater mobility to 
the unit and also to raise the standard of treatment, was drawn up. 
The mam changes in the new establishment were the replacement 
of the subedar by a medical officer, an increase in the number of 
BORs by 2 and the deletion of the nursing sister. 

Mobile surgical units were also attached to field ambulances 
(parachute) on the scale of 2 units per field ambulance. When 
attached as such all personnel were operational parachutists. 

The mobile surgical unit was a corps unit and was allotted on 
the basis of 2 per division. The normal role of the unit as indicated 
above was to be attached to the forward field ambulance or, on 
occasion, to a CCS. 38 Surgical teams from the unit could also be sent 
by air if required. 

Twenty-four mobile surgical umts and 6 mobile surgical units 
(parachute) were raised. The mobile surgical units (parachute) were 
organised from the existing mobile surgical units. 


THE TRANSFUSION UNITS 

To ensure that blood and blood products were available for 
administration to the wounded at the most advanced medical units, 
special field transfusion units, equipped with mobile refrigerators and 
with a staff expert in transfusion work were employed. Several of 
these umts worked in Assam and Arakan and had been instrumental 
in saving many lives. Transfusion units included the base trans- 
fusion unit, the advanced base transfusion unit and the blood storage 
unit. The war establishment of a base transfusion unit was drawn 
up in 1942. The staff authorised was i major, who was also adviser 
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on resuscitation and blood transfusion, i medical officer, i sergeant 
RAMG, 6 other ranks, and 6 NCs(E) of the IHG, and 3 drivers of the 
RIASC The transport authorised was i 15 cwt general service truck 

The war establishment for an advanced base transfusion unit 
was prepared m 1943 The unit was attached to a general hospital 
for all purposes The establishment authorised was 2 medical officers, 
2 other ranks RAMG, 4 other ranks lAMC and 3 dnvers RIASC 
The transport authonsed was i 15 cwt general service truck 
I 3 ton lorry fitted with refrigerator This establishment was revised 
in September 1944, when 5 other ranks RAMG, 4 other ranks, and 1 
NC(E) lAMC, 3 other ranks RIASC and i naik fitter lEME 
were added to the establishment The increase in transport was 
I 15 cwt general service truck, i 5 cwt car and trailer and i 3 ton 
lorry fitted with refrigerator 

The establishment for a blood storage unit was drawn up in 
June 1943 The unit was designed to be attached to a base trans- 
fusion unit The staff authorised was 2 medical officers, 2 other 
ranks RAMG, 8 pnvatea WAG(I), and 4 other ranks lAMC This 
establishment was also increased by 2 officers, 2 other ranks, lAMC, 
5 other ranks \VAC(I) and 5 NGs(E) lAMC The existing units were 
re organised on the revised establishment with effect from i Decem- 
ber 1944 39 

The number of transfusion units raised was i base transfusion 
unit, 3 advanced base transfusion units and 2 blood storage units 


THE MAXILLO FACIAL SURGICAL UNITS 

As early as November 1941, proposals were made for the provi- 
sion of maxillo facial surgical teams But it was not till March 
1943. that a war establishment for an Indian unit of this type was 
sanctioned This unit was to be attached to a general hospital for 
all purposes The establishment authonsed m Apnl 1943, was as 
follows I officer commanding (surgical specialist), i surgeon, i 
aniEsthetist, i nursing officer, 1 corporal, operating room assistant, 
RAMG, 7 other ranks, lAMG, and 4 NCs(E) lAMC 

Attached dental personnel in the unit were 2 maxillo facial 
dental surgeons, i staff sergeant and i sergeant ADC dental mechanic 
and I corporal clerk orderly ADC Two maxillo facial units ucrc 
raised during the war 


THF MALARIA FIELD LABORATORY 

Malaria research in the field m India had been earned out 
during 1943.44 b> No i Malana Field Laborator) In March 
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1945, this unit was transferred to SEAC. Meanwhile a pro- 
gramme of malaria research, designed to study the methods of redu- 
cing the incidence of malaria, had been arranged for India Command. 
This programme included research and trials on the application of 
DDT by various methods and with different types of equipment and 
research in conjunction with the Chemical Warfare Branch on the 
application of DDT by smoke from grenades, mortars and bombs. 
The results of air spraying of DDT, the application of new mosquito 
repellents and the use of fish net clothing impregnated with various 
repellents had to be investigated. A new malaria field laboratory for 
India Command was, therefore, required. The war establishment 
for the unit was sanctioned in June 1945. The unit consisted of a 
headquarters and 2 sections capable of functioning independently 
when detached for duty in isolated areas. The staff authorised was 
as follows^® ; i officer commanding (lieut.-colonel), 2 majors, specia- 
lists in malariology, i major, entomologist, 4 jemadars, laboratory 
assistants, lAMC, 17 other ranks, lAMC, 7 NCs(E), lAMC and 
4 drivers, RIASG. 

One malaria field laboratory was raised on this establishment 
on 17 July 1945. 


OTHER RESEARCH UNITS 

In addition to the units mentioned above special research units 
were raised.^^ These units included : the malaria research unit 
(prevention), the malaria research unit (clinical), the base typhus 
research team, the field typhus research team, the penicillin research 
team, the anaemia investigation team, the parasitological research 
team, the protozoology team, the neuro-pathological research team, 
the sprue investigation team, the marasmus investigation team and 
the biochemical research team. Other miscellaneous units laised 
were 4 venereal diseases centres (war lole), 4 reception centres, and 
I psychiatric centre. 


THE ALLOCATION OF UNITS 

The head of the medical administration in an army or corps 
was the DDMS and in a division the ADMS. If the operational 
command was large and important like South East Asia Command 
a DMS was appointed. DDsMS and ADsMS were attached to the 
AG’s Branch of the formation concerned. They were the technical 
advisers to the commander of the formation on all matters affecting 
the health of the troops and were responsible for the administration 
and command of the medical units in the formation. They were 
required frequently to visit medical units and detachments to ensure 
that a high standard of medical service was maintained and also to 

40 F/36oi/i3o/H(M) 

4* Details regarding these research units would be found in Volume on Medicine, Surgeey 
and Pathology 
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Visit non*medical units to observe their healtli and sanitation The 
additional medical staff in a corps was usually an ADMS and an 
ADH, and in a division a DAD MS 

The number of units required to accompany a force, irrespective 
of Its role, and their method of calculation was as follows — 

Field ambulances One per bngade or armoured brigade 
field hygiene sections One per division or armoured division , 
one sub section per bngade or armoured bngadc When a 
brigade group was given an independent role a modified 
headqu irters and one sub section of a field hygiene section were 
allotted for administrative purposes 

General hospitals The number of beds provided was at the scale 
of 8 per cent for Indian and lO per cent for British troops 
Experience in the war showed that the most economical and 
manageable unit was a hospital of 10 sections (each section 
with 100 beds) for Indian troops, and a combined hospital of 
6 sections (5 Indian and i Bntish) for Indian and British troops 
The size of headquarters varied according to the number of 
beds in the hospital 

The inclusion of the following units in an order of battle was 
largely dependent on the role of the force — 

CCS Normal scale 1 per division A CCS could also be allotted 
to a smaller force e g z. brigade group m an independent role 
Staging sections According to the length and type of the L of G 
Convalescent depots According to the accepted plan for dealing with 
convalescents m a particular theatre 

Anti malaria units According to the theatre m which the force was 
likely to operate 

Depot medical stores Normally one depot per division 
A ray units and mobile X ray units Normally i per general hospital 
and CCS Owing to the lack of technical personnel and equipment 
actual allotment was according to their availabbty 

Hospital ships According to the general plan for the c\acuationof 
casualties 

Composition of a standard division for 1942 overseas commit- 
ment was as follows — 4 * 
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Divisional troops JSPn-divisional Force 

and lines of and 

Unit Higher Armoured communica- base units 

scale division tionti oops per 

infantry and 
ai mowed 
division 


Field ambulances . . 3 

Field hygiene sections i 

Depot medical stores 
X-ray units , . . . 

Mobile X-ray unit 
Field laboratories 
Convalescent depots 
Combined general hospitals 
Indian general hospital 
British general hospital 
(600 beds) 

Anti-malaria unit 
Hospital ships 
Ambulance trains 
Casualty clearing station . , 
Hospital barge section 
Staging sections 
Armoured brigade field 
ambulances 

Armoured division support 
group field ambulance 
Armoured division field 
hygiene section 

■^From the United Kingdom 


2 

I 

I 


2 

1 

2 

I 

3 
3 
3 

I 


I 


I 

I 

4 


4 

2 


The allotment of field medical units in March 1944? 
follows : — “ts 


Divisional Troops 

Field ambulances 3 

Field hygiene section i 

Non-Divisional Units 

Field hygiene sections 2 

Casualty clearing station i 

Mobile surgical umt . i 

Mobile X-ray unit . . i 

General hospitals .. 4“^ 

X-ray units .. . .2 

Field laboratories . . 3 


•^Total beds ; 2,400 for Indian troops and 700 for British troops. 
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Surgical unit (ENT) 
Ophthalmological unit 
Dental units 
Dental mechanic units 
Convalescent depots 
Staging sections (combined) 

Depot medical stores 

Corps and Army Troops 

Base depot medical stores 
Reserve base depot medical stores 
Transit depot medical stores 
Sub depot medical stores 
Casualty clearing stations 
Anti malaria units 
Malaria forward treatment units 


5 

3 

3 


One per corps 


On an ‘ as 
required' basis 


The basic composition of units in a division remained un 
changed except that the field ambulances were re-designated 
as field ambulances higher scale or lower scale according to the 
scale of transport provided in the division 

In August 1944, the non divisional units in a corps were allotted 
as follows — 44 

Lt^ht Jield ambulance One It was considered that the light field 
ambulance was the most suitable unit to be employed as the corps 
field ambulance It was t large unit, well equipped, flexible and 
mobile, thus forming a complement to the standard dwision field 
ambulances 

CCSs Four One per division and one per corps 

MFTUs Four One per division and one per corps 

Mobile suroical units Six Two per division 

Field transfusion units Three One per division 

Mobile X fay units Foui One per casualty clearing station 

Anil malaria units Six One per division and three per corps 

Bearer companies Four One per division and one per corps 

Dental units (British troops) Five One per division and two 

per corps 

Dental units (Indian troops) Four One per division and one 
per corps 

Dental m ckantc units Five One per dental unit British troops 

Bteld hygiene sections Two per corps 

Staging sections Sue One per division and three per corps 

iaft depot medical stores Tliree One per division 

Mobile field laboratory One One per corps 


« F/ 64 oi/ 3 /H(M) F/ 630 i/ 42 /H(M) F/Z a 4028 /H(M) 
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In January 1945, the composition of the corps troops was 
changed as follows : — 

(I) One mobile suigical unit was attached to each CCS in the 
corps. Their number could be increased to six units, instead 
of two per division, in the corps. 

(II) The allotment of bearer companies was 1 educed from four to 
thiee. 

(lii) Dental units for Indian troops were inci eased fiom one per 
division to two per division ; the total allotment being increased 
from four to seven. 

THE ARMING OF THE PERSONNEL OF THE MEDICAL UNITS 

Prior to September 1942, only officers and attached RIASC 
personnel of the medical units were armed. In the operations 
m the eastern theatre, partieularly in a country where attaek from 
guerillas and local hostile elements could be expected, it was feared 
that medical units could expect little or no consideration from them. 
No fighting units were available for allotment to medical units for 
protection and consequently they had themselves to be responsible 
for their own proteetion. The arming of medical units for self 
defence was expressly permitted in the Geneva Convention, Article 
8, whieh reads : — 

“ The following conditions aie not considered to be of such a natuie 
as to deprive a medical foi matron or establishment of the protection guaian- 
tced in Article 6 . — 

(1) That the peisonnel of the foi matron 01 establishment is aimed and 
that they use the arms in their own defence or in that of the sick 
and wounded m charge etc.” 

In September 1942, the following scale of arms was decided 
upon for medical units : — 

Field ambulance — a pool of fifty rifles and six machine cai bines. 

Field hygiene section — fifteen rifles. 

Beaiei unit — nine iifles. 

The protection of GCSs and staging sections was to be considered at 
a later date. 

Weapon training in the units concerned could best be achieved 
by the attachment of suitable NGOs from infantry battalions. As a 
long term policy it was recommended that weapon training and 
musketery be included in the syllabus of training of ambulance section 
personnel in the IHG battalions, RAMG depot, and training field 

ambulances . 46 

A detailed scrutiny of the weapons to be provided for a parti- 
cular unit was left to the General Staff. In 1944, medical unit 
personnel were armed generally as follows . — 

With pistols . Officer, VCOs and British WOs. 

With iifles Othei ranks, attached RIASC etc. 

« F/ 64 oi/ 3 /H(M). 
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The units where a departure from this scale was made were ts 
follows — 

Unit Armed with pistols Armed ttUh sleiis Armed mtk rifles 

Field ambulances Officers, VCOs Attached VCOs Remaining alta- 
and motor cyclists and first dri\ ers ched personnel 

of vehicles 

(Fifty rifles and six stens were provided in addition 
in field ambulances where necessary) 


Light field hygiene 
section 

Officer and VCO 


Attached person- 
nel 

Field hygiene 

Officer 

WO, VCO, 

Remaining com 

section 


drivers of * B ’ 
vehicles 

bat ants 

Field ambulance 

Office) s, VCOs 

Tvvo batmen in 

Attached RIASC 

(parachutes) 

and oilier ranks 

headquarters and and ambulance 
one per section section IHC per 
sonnel in head 
quarters 

Casuilty clearing 

Officers, VCOs 

Attached VCOs, 

Remaining 

stations 

and motor 

clerks and first 

attached ranks 


cyclists 

drivers of vehicles 

Anti malaria unit 

Officer 

VCO and drivers 


Bearer company 

Officer 

VCOs and five 
attached driv ers 

Havildars, naiks, 
lance naiks amhu- 
lancc section IHC, 
batmen and spare 
drivers 

Field hospitals 

Officcis and 
VCOs 

Iirst drivers 

Remaining atuich 
cd personnel 

Con\ alcseent depot 

Officers 


Other ranks ex 
eluding medical 

Base transfusion 
units 

Officers 

Drivers 

Medical stores 
transit depot 

Officer ind 

VCO 

Driv ers 


Rc«cr\c base depot 

Officers 

WO, VCOs 

Remaining 

medical stores 


and first drivers 

drivers 

Staging cction 

Officer and VCO 




CHAPTER XIII 


Reception and Distribution of Casualties 

THE EVACUATION OF CASUALTIES BEFORE WORLD WAR II 

It was in World War I that the evacuation of casualties by 
mechanical transport was first adopted and developed. Before that, 
and even after the utilisation of motor ambulances, hand-carriage 
by stretcher bearers continued to be the chief means of transport. 
Sixteen regimental stretcher bearers were provided in the war esta- 
blishment of a battalion, and during active operations were allotted 
to the companies. An additional sixteen were also placed at the 
disposal of the battalion medical officer whenever casualties were 
expected. The casualties collected by them were brought to 
RAP where the unit medical officer was posted in close proximity 
to the battalion headquarters. During an advance where the distance 
from the line to the RAP became longer, the wounded were collected 
m groups before being taken to the RAP. Subsequent evacuation from 
the RAP to the ADS was by the field ambulances attached to the 
division. The three field ambulances could muster 324 stretcher 
bearers, but in the case of offensive operations up to a total of 600 
men could be placed at the disposal of the ADMS to assist in evacuation. 
Walking cases were expected to make their own way back and were 
catered for in a special sub section of the field ambulance called a 
divisional collecting post. From the ADS to the MDS, evacuation 
was by means of field ambulance transport, which in 1914 consisted 
of ten horse drawn ambulance wagons. These were later replaced 
by motor ambulance cars though three horse drawn carriages were 
retained for use on roads unsuitable for motor traffic. Walking cases 
were evacuated by lorries, and often these were diverted to a walking 
wounded collecting station, attached to a corps. The next link in the 
chain was from the MDS to the CCS. This was to be the responsibility 
of the supply lorries returning empty, which would often dump their 
supplies on the road-side and pick up the wounded. 

But the arrangement was extremely defective and broke down 
in the battle of Mons for example. Occasionally this system caused 
congestion of casualties and the blocking of transport at refilling points. 
The mode of transport was both inconvenient for the wounded and 
unrelated to the needs of casualty evacuation. The discomfort 
caused and the delay involved in evacuation led to the formation of 
No. I Motor Ambulance Convoy (MAC) in September 19143 "'^th 
fifty motor ambulance cars, three lorries, two motor cars and one 
motor cycle. Soon other convoys were formed, and at this stage 
motor ambulance cars were generally used for evacuation. But in 
times of pressure the employment of empty supply lorries had still 
to be resorted to. However, the principle of evacuating casualties 
m specially equipped and medically controlled motor transport was 
accepted early in World War I. In addition, light railways 
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and buses were also cmplo)cd to carry the casualties fron the AIDS 
to the CCS The next stage was to transport the c isualties from the 
CCS to the advanced base or base hospitals This was earned out by 
means of ambulance trains, improvised ambulance trains, MACs 
and ambulance barges In Trance forty one such trains were 
eventual!) provided, but owing to their limited carrying capacity 
(162 to 366 lying patients or 300 to 400 other patients) the target 
of one train for every division could not be maintained Occasionally 
empty supply trains, or improvised passenger trains vicre also used 
for the purpose The ambulance trains, properly equipped and 
staffed, were under the charge of an ADMS (ambulance trains), 
who was in direct contact with the Directorate of Transportation 
Specially equipped barges were used largely in France, each fitted 
with 30 hospital beds, and accommodation for the stores, the 
hitchen, and the staff These were used for the carriage of the 
seriously injured, such as head and chest wounds and gunshot 
fractures of the thigh where, smooth movement w as required 

In the theatres of war in Africa or in the Middle Fast, the terrain 
and the paucity of mechanical transport made resort to other modes 
of transportation inevitable In the Sinai Peninsula in 1915, the 
country being mountainous desert, use had to be made of camel 
cacolcts, camel litters, sand carts drawn by mules, and sand sledges, 
besides the motor ambulance cars, trains or barges where available 
In Maccdoma also camels and mules were largely used, while in 
Mesopotamia and East Africa, river craft and motor ambulances 
supplemented by hand carnage or camel and mule transport were 
employed But it was in these theatres of war with their great 
distances that the value of aircraft for the evacuation of casualties was 
realised For the first time such a demand was made by the medical 
services dunng the operations m Upper Mesopotamia for flying urgent 
cases from the fighting areas to Baghdad But unfortunately no 
aircraft could be released for this purpose Hospital ships had also 
been used for evacuation by sea and a system of beach CCSs had been 
developed Thus by the end of World War I, use of mechanical 
transport, motor ambulance cars, ambulance trains and ambulance 
barges had come to stay and m the undeveloped desert areas camel 
and mule transports had also been improvised The experience of 
that war had also led to the organisation of a network of casualty 
receiving, cleanng and staging centres between the forward areas 
^nd the base hospitals But the use of aircraft for the evacuation of 
casualties had not been resorted to, though the idea had not failed to 
occur to some Soon after the war, the system of air evacuation was 
^dvocated by Major T B Layton in 1922, at a meeting of the Royal 
1 of Medicine, while Lieut Colonel T L Rhoads had, m 1924, 
pleaded for the use of aircraft ambulances for the replacement of urgent 
edical supplies Also in Canada the use of the Noordiun Norseman 
U'craft (G 64) equipped with skis for use in snow had been developed 

the inter war years, developments m the systems of 
acuation had occurred m the North West Frontier Campaigns 
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where transportation by vehicles was impracticable. The Army 
Bearer Corps, formed in 1902, was the mainstay for hand carriage, 
as they brought the casualties from the battalion RAP to the ADS 
of the field ambulance or to other points on the lines of communica- 
tion. The use of camel Khajawas and mechanical transport had 
been general in those regions. Another innovation which was 
developed in the earher frontier campaigns was that of the Indian 
staging sections (ISS) for providing accommodation and care of the 
casualties on the long journey to the base. For this purpose fifty- 
bedded stationary hospitals on the lines of communication were 
modified to make them more mobile and less unwieldy and so more 
useful for the new purpose. 

Air evacuation had also been resorted to in the inter-war 
period The first use of aircraft was made in January 1920, m 
Mesopotamia when a single patient was evacuated by air from Abu 
Kemal to Baghdad Later m Kurdistan mountains 198 casualties 
were thus evacuated to Kirkuk and thence to Baghdad. The ex- 
perience gamed there proved the value of rapid evacuation to the 
base in such urgent cases as abdominal, head or chest injuries. At 
the same time the limitations and drawbacks of air evacuation were 
also realised, and the importance of the control of aircraft being 
vested m the medical authorities responsible for the movement of 
casualties was also appreciated. In India this new experiment had 
its first general trial in 1935, when casualties had to be flown from the 
Quetta earthquake zone. Later in 1937, in the Waziristan opera- 
tions, 157 casualties were evacuated by air. In the twenty years 
between the two wars, the recorded number of casualties evacuated 
m Iraq, Palestine and India by air is approximately 2,806. 

Thus when World War II broke out the principle of rapid 
evacuation of casualties from the forward areas to the hospitals or 
treatment centres in the rear had been well established. The modes 
of transport also had come to be fully re-organised. Hand carnage 
by stretcher bearers to improvised animal transport, ambulance 
cars, trams and barges or other river craft and hospital ships and even 
aircraft, had been used and were the accepted vehicles of transport. 
A system of graded stations between the fonvard areas and the base 
hospitals had also been developed. These w^ere to be further develop- 
ed and new improvisations resorted to in the ^var. It was realised that 
the rapid evacuation of casualties play an important role in 
maintaining morale and winning the war. 

WORLD WAR II 

THE EVACUATION OF CASUALTIES DURING THE RETREAT FROM BURMA 

Japanese forces invaded Southern Burma in the early weeks of 
1942. From the fighting line casualties were evacuated by ambulance 
trains and cars to Prome. Limited hospital shipping was used for the 
evacuation of casualties from the hospitals in Rangoon to India, 
Medical units were withdrawn along the axes of withdrawal, which 
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were the Pegu, Toungoo, Mandalay road and railway, and the 
valley of the Irrawaddy Hospital river steamers evacuated casualties 
from Rangoon to Prome and later from Prome and the 
oil belt to Mandalay, when these areas were abandoned But soon 
afterwards communications were disrupted, and organised casualty 
evacuation became almost impossible Formations in retreat north- 
wards frequently had to carry their sick with them Ambulance 
trams did invaluable work The crews had to be armed for protec- 
tion against looters, they frequently had to do their own signal and 
point shifting and were called upon to render first aid at bombed 
wayside stations One tram evacuated over 1,000 casualties from the 
forward areas to Prome On at least two occasions it operated as 
far forward as the MDS of the field ambulance near the Salween River, 
when It was in great danger of being cut off by the bombing of the 
bridges One tram was derailed but was rescued and worked up 
to Mandalay before the Japanese over-ran it Ambulance cars 
were machine gunned from the air, but ambulance trams seemed to 
have immunity from these attacks 

The first air evacuation of casualties was from Magwe, in the 
oil belt, to India, but the number was small A further evacuation 
by air was made from Shwebo in Central Burma when the retreat 
from this area became necessary The majority of sick and wounded 
were, however, moved by ambulance tram and hospital river steamer 
from the hospital areas at Maymyo and Mandalay to Myitkin i in 
the extreme north From Myitkina further retreat by land 
routes was impossible, but by that time sufficient aircraft were avail- 
able to evacuate the casualties from Myitkina to the bases m north- 
eastern India In ten days during April 1942, ten G47 Dakota 
aircraft evacuated 1,900 sick troops and civilians to the hospitals in 
Assam This was the first moderately large scale evacuation of 
casualties by air, and it was accomplished across the mountainous 
barrier which separates Northern Burma from the Brahmaputra 
valley m India The peaks of these ranges are often over 10,000 
feet high 

Streams of refugees and the remnants of the defeated forces m 
Burma trekked into North eastern India by way of the Kabaw and 
Hukawng Valley tracks These valleys are highly malarious and 
the sickness and death rates from malaria, dysentery, cholera, etc 
were high Hospital treatment there was difficult An improvised 
ambulance tram distributed the sick to the hospitals m Manipur 
Road, Shillong and other areas m Assam The remainder were 
evacuated into the interior of India to hospital centres as remote as 
Calcutta, Lucknow, etc Evacuation was by an improvised ambu- 
lance tram to Gauhati, by hospital River steamer for two days down 
the Brahmaputra river to Sirajganj, and again by ambulance tram 
for one or two days to Calcutta or Lucknow The flow of sick refugees 
from Burma was quickly followed by the monsoon and this m turn 
caused a great increase m sickness, especially malaria, amongst the 
troops stationed m Assam Additional improvised ambulance trains 
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were made available to cope with the rate of evacuation and steps 
were taken to provide at a later date corridored ambulance trains, 
properly equipped with staff quarters and kitchen cars. 

THE EVACUATION OF CASUALTIES DURING THE FIRST ARAKAN CAMPAIGN 

After the end of the 1942 monsoon and m the early months of 
1943, offensive action was begun by the Allied troops in the southern 
sector in the form of an advance into Arakan. A divisional attack 
aiming at the capture of Akyab was launched from the Eastern Bengal 
base and port of Chittagong. The problems of casualty evacuation 
in this tract of country were tremendous. Roads, where they existed, 
were atrocious, and aircraft were not available. Evacuation by nver, 
chaung, creek and sea, was the most comfortable means of transport. 
But even where it was practicable it was extremely slow and the 
number of suitable craft available was inadequate. The main feature 
of this evacuation therefoie was improvisation. A fleet of wooden 
barge-like Akyab sloops was obtained, together with smaller country 
craft of the sampan type. The former were used on the larger rivers 
and the latter on the smaller rivers and chaungs. Although slow and 
frequently dependent on tide, these craft were a great improvement 
on evacuation by ambulance cars along the dusty unmetalled Arakan 
roads. The improvised Akyab sloops were replaced first of all by 
three creek steamers, and later by large metal flats capable of carrying 
up to 200 patients. The latter were stifling in the heat of the day, 
but no alternative was available, and the sickness rate was so great, 
especially from malaria and dysentery, that the larger craft had to be 
used. 

For the brigade advancing along the Naf River and the coastal 
belt at the foot of the Mayu range of hills, evacuation by water trans- 
port was always practicable, and the small and large river ambulance 
craft concentrated all the sick and wounded at the head of the Naf 
River estuary, from whence they could be conveyed by ambulance cars 
to the forward hospital at Doapalong. 

For the brigade advancing along the Kalapanzin River valley 
across the Goppe Pass in the Mayu range the only practicable means 
of evacuation was by mules of the field ambulance troops, and hand 
carriage by Indian bearer companies and local villagers. From 
the foot of the pass it was possible to evacuate by ambulance cars to 
the forward hospital at Doapalong. 

Even more difficult from the point of view of casualty evacua- 
tion was the situation of a column which crossed yet another range 
of hills from the Kalapanzin valley into the Kaladan River valley. 
For these troops river evacuation in small local country craft was 
occasionally possible, but the bulk of the evacuation had to be by 
mule and hand carriage. The local inhabitants of this remote valley, 
the Mugs, were experts at the improvisation of bamboo stretchers 
and slings, and carried patients with great care and skill over long 
distances. At Kyauktaw and Apaukwa this column improvised two 
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diagram of casualty evacuation, ARAKAN— BURMA 1942 44 
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light airstrips, and tAVO Lysander aircraft, the only ones available for 
casualty evacuation in Arakan at that time, evacuated a small number 
of the more seriously sick and wounded, until one of the aircraft 
crashed and the Japanese captured the strips. Casualties from Kyauk- 
taw in the Kaladan valley evacuated by mules took four days to reach 
Taung Bazaar m the Kalapanzm valley, and a further two days to 
reach the foot of the Goppe Pass, where ambulance cais took them 
along bumpy tracks to the forward hospital at Doapalong. 

Under these difficulties of evacuation, where distance came to 
be measured by hours of travel rather than in miles, the idea of siting 
small medical units or detachments along the line of evacuation for 
the purpose of ‘ staging ’ the casualties overnight was developed. 
These units provided rest, refreshment, medical attention and cover 
at night. In a similar way, and again owing to the nature of the 
country and the means of communication, it was frequently necessary 
to stage the casualties in the hospitals sited at suitable distances along 
the line of evacuation from the forward hospitals to the main base 
hospitals, sited m India. As many casualties as possible were held 
m the hospitals at Cox’s Bazaar, Chittagong and Dacca. The choice 
of Dacca, as a hospital centre for operations along the eastern frontier 
of India was mainly for logistical reasons to reduce long distance 
evacuation to Northern and Southern India. It was centrally situated 
for the Assam and the Arakan fronts. Good accommodation was 
available. It could be reached by river both from the mouth of the 
Brahmaputra m the south, and from Assam in the north. The metre 
gauge railway system connected Dacca with Chittagong in the extreme 
south-east of Bengal, and via the hill section with Manipur Road 
and North-east Assam. An excellent airfield was available at a short 
distance from the hospital centre, and it was connected by a good 
road. Climatically, Dacca was not by any means ideal for a hospital 
base. However, Shillong, the only area in East Bengal and Assam 
with a cool climate suitable for such a hospital base, was completely 
inaccessible, except by long and difficult road journeys. Despite 
these hospital areas many casualties had still to be evacuated to the 
bases in Northern and Southern India. These patients were often 
obliged to stage m probably four hospitals and possibly numerous 
other field units, travel in at least five diffierent forms of transport, 
cover perhaps i,ooo miles, and take from two to four weeks or longer 
on the move. 

The incidence of malaria during this campaign reached great 
proportions. Medical units and the evacuation system were thereby 
considerably strained. In the earlier stages ISSs were grouped together 
as holding units for short term malaria cases which could not be taken 
into general hospitals and CCSs owing to their numbers. Fiom 
this grouping of ISSs to hold short term malaria cases developed 
the malaria forward treatment units. These units were used 
to hold, treat and rehabilitate up to 600 such malaria patients as were 
expected to recover within a period of three weeks. 
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THE AIR EVACUATION OF CASUALTIES DURING WINGATE’S EXPEDITIONS 

At the beginning of 1943, WingTte’s first experimental long range 
penetration force set out from Imphal and crossed the Ghindwm to 
attack the Japanese lines of communication from Mandalay to 
Myitkma For this force there was no possibility of evacuating 
casualties other than by carrying them with the columns In the 
case of one column, however, a Dakota transport aircraft was sent 
to evacuate se\enteen casualties from a clearing in the teak jungle 
near Bhamo In spite of the fact that the clearing wis 400 yards 
short of the desired 1,200 yards runway, minimum for a Dakota 
aircraft, the evacuation ivas successfully accomplished General 
Wingate’s experience in this campaign prompted him to strongly 
recommend that a fleet of ambulance aircraft should be provided for 
the evacuation of casualties since to abandon casualties in the jungle 
was to undermine completely the morale of the men and to add greatly 
to the difficulties of the commanders concerned 

CASUALTY EVACUATION DURING THE SECOND ARAKAN CAVIPAIGN 

During the Second Arakan Campaign which began after the 
monsoon of 1943, the objective was again Akyab, with a corps attack 
instead of the divisional attack of 1942 But owing to a last minute 
withdrawal of landing craft for use in Italy, the combined operations 
from the sea had to be cancelled and the att ick followed the pattern 
of the 1942 campaign One division advanced along the coast, west 
of the Mayu range, with Maungdaw as the first objective A second 
division crossed the Mayu range at the Goppe and Ngakyedauk 
passes and advanced down the Kalapanzin valley with Buthidaung as 
Its first objective The 8ist West African Division entered the 
Kaladan River valley via the Sangu valley It was an extremely 
difficult journey by river and track Casualties were evacuated 
from the Sangu line of communication by river, using small 
^untry craft and staging overnight in ISSs sited along the vallev 
The nearest hospital was at Dohazan, where there was a rail connec- 
tion with Chittagong During the journey by river, the ambulance 
sampans had to negotiate a senes of rapids Once the division crossed 
the range from the Sangu valley into the Kaladan valley the country 
was suitable for the construction of landing stnps, and air evacuation 
became possible Stnps for light aircraft (300 yards) were construc- 
ted m about three days, and for Dakota aircraft (1,200 yards) at the 
more important centres mahout seven days Dvacuation of casualties 
by air became the only method of evacuation for this division It 
was the first time that the sick and wounded of a division had been 
wacuated entirely by air, and the expenment was a complete success 
J»Doa casualties were evacuated Light aircraft (Tiger and 
r ox Moth suitably modified) and some of the Dakotas took casualties 
to the aerodromes m the Cox’s Bazaar area, and other Dakotas 
evacuated direct to Gomilla, which had been developed as a forward 
nospital area for the Arakan front for those patients ivho could be 
evacuated by air, as it already had a suitable aircraft base 
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The main feature of casualty evacuation from the divisions in 
the Kalapanzin valley and west of the Mayu range was the develop- 
ment and use of jeep ambulances, capable of carrying two stretcher 
cases This was made possible by the engineers constructing jeep 
tracks to the forward areas and over the passes m the Mayu range 
It represented a great advance over the system of mule and nretchcr 
bearer evacuation of 1942-43 

Another feature of this campaign was the concentration of 
medical units, sited close to the fighting area, for the treatment and 
holding of uncomplicated malana and light sick cases in the Naf 
Peninsula The Japanese tactics of outflanking attacks on the lines 
of communicition resulted in the medical units often being overrun 
but the use of the Naf Peninsula provided an escape from that danger 
Also the Naf River provided a smooth means of transporting the sick 
to these units Three MPTUs and three CCSs were sited in this area, 
and this brought about a very great saving m the movement of the 
sick and made possible earlier treatment and more rapid return to 
duty of a large proportion of them 

The general lines of evacuation, apart from these modifications, 
were similar to those of 1942-43, t ^ , from RAP to ADS to MDS to 
CCSs or MFTUs sited in the Nhf Peninsula Pewer staging sections 
were required along the lines of communication owing to the more 
rapid evacuation obtained by the use of jeep ambulances Prom the 
Naf Peninsula the evacuation was by nver to Tumbru Ghat, bv road 
to No 125 IGH at Doapalong and by nver and road to the Cox’s 
Bazaar hospitals where 1,700 Indian 300 British and 1,000 West 
African patients could be held Evacuation from Cox’s Bazaar was 
by sea to Chittagong, as in 1942-43, with greater use being made 
of the increased hospital cover in Dacca 

The evacuation chain still involved a large number of stages 
and changes of transport The flood of sickness was again so great 
that in spite of the use of MFTUs and increased forward hospital 
cover, a large number of relatively light sick patients were still trans- 
ported to the base hospitals in India over 1,000 miles distant Hence 
full use was made of the very limited air lift available from Bawli 
Bazaar and Ramu airstrips to Comilh These patients were spared 
the long journey by nver, road, sea and rail and were m the hospital 
in Comilla in as many hours as would take days by the surface route 

AIR evacuation OF CASUALTIES DURING VVINGATE’s SECOND EXPEDI- 
TION— THE CHINDITS OF THE 3irD INDIAN DIVISION 

In February 1944, the 3rd Indian Division (Special Force) was 
ready to strike from Imphal into Northern Burma to destroy the 
Japanese lines of communication The advanced guard reached the 
Chmdwin by the end of the month The mam part of the operation 
consisted in the fly m by gliders of two brigades to selected landing 
areas on the Mandalay— Myitkma line of communication The 
landing areas were ‘Broadway’ (northeast of Indaw) and 
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‘ Piccadilly On 5 March 1944, ‘ Piccadilly ’ was found to have 
been obstructed by the Japanese and all troops were diverted to 
‘ Broadway 

At the Quebec Conference in 1943, it 'had been envisaged 
that all casualties from the Special Force in Burma would be 
evacuated by air. Consequently the United States Army Air 
Force (USAAF) provided the Air Commando Force, which included 
Li (Vultee Vigilant), L5 (Stenson Reliant), C 64 (Norseman) and 
C 47 (Dakota) aircraft equipped for the purpose of evacuation during 
the expedition. During the twenty-six days preceding D-day, light 
aircraft evacuated 700 casualties from the advanced guard of the ground 
troops during their advance to the Chindwin. The patients were 
evacuated from improvised air strips to the forward hospital area 
at Imphal. Mostly Li aircraft^ (Vultee Vigilant) were used and were 
called up by wireless to land on the previously prepared paddy fields 
and jungle clearings to evacuate the sick. Casualties would frequently 
be in the hospital within four to six hours of being wounded. A 
number of casualties from a Commando Force air-landed on the banks 
of the Chindwm, to the south of the main crossing, and were evacuated 
by glider. The gliders were snatched up and towed to Imphal by 
Dakota aircraft. 

The mam force which landed at ‘ Broadway ’ by gliders sus- 
tained casualties during the night landing. By the next day, a strip 
suitable for Dakota aircraft had been improvised and these casualties 
were the first of the many to be evacuated by Dakota aircraft from 
the 3rd Indian Division during its operations in Burma. A further 
landing was made by General Lentaigne’s Force near Inywa, fifty 
miles south of ‘ Broadway ’, at a landing area known by the code 
name of ‘ Chowringhee ’ 

'' As the Chindit columns moved north, harrying the Japanese 
lines of communication to Myitkina, the Japanese launched their 
bold offensive across the Ghindwin, surrounded Imphal and Kohima 
and threatened the base and railhead at Manipur Road. Hospitals 
in Imphal and Kohima had to be rapidly withdrawn and deployed. 
They were divided into two groups, one group was withdrawn to 
Comilla and Agartala, where the aerodromes which were to supply 
Imphal were sited. The other group was withdrawn to the Brahma- 
putra valley in North-east Assam, to cover the fighting at Kohima 
and Manipur Road, and also to cover the evacuation from the Chindits, 
which had now to be switched to Dinjan, Marghenta, Chabua and 
Sylhet aerodromes. 

As the Chindits spread their area of destruction along the Japa- 
nese lines of communication south of Myitkina, further landing stnps 
were constructed near the strategic points. ‘ Aberdeen ’ and 
‘ White City ’ were two such stnps. The latter was sited near the 
rail block at Henu, which was the key position established by the 
Chindits. There was much fighting for the strip itself and, during 
one penod, ambulance aircraft were taking off with casualties, under 
fire from the Japanese who were holding the far end of the strip. 
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. By early May 194 the strips ‘ Aberdeen ’ and ‘ Wlutc City * 
were evacuated and tlic strip ‘ Blackpool ^vas developed in the 
Mogaung \ alley By the middle of May 19 U. General StilUvcU was 
incharge of the operations designed to capture Myitkina His Arncri 
can trained Chinese, the American Marauders and British Kachin 
Levies converged from the north, and the Chindit columns from the 
south and w cst The Air Commando Force n as dissolv cd and General 
Old’s Air Transport Command (ATC) took o\ cr the task of tlie supply 
and provision of aircraft for casualty evacuation from the Chmdits 
Aerodromes in North East Assam were used by ATC aircraft and all 
Chindit evacuation was then to the hospitals at Pamtola, Dibrugarh 
and Ledo The monsoon restricted the evacuation to the all weather 
strip at Myitkina, which was captured at an early date The plight 
of the Chindit columns operating m the area west of Myitkina became 
serious when light aircraft could no longer use emergency paddy 
fields and jungle landing grounds British Sunderland hying boats 
were therefore transferred iVom Coastal Command in Ceylon to the 
Brahmaputra at Dibrugarh Magnificent work vs as done by these 
flying boats, which were fiovsn across the mountain barrier between 
North east Assam and Burma to the Indawgyi Lake, west of Myitkina 
Although these aircraft have a low ‘ceding* they were flown across 
the mountains through monsoon clouds and storms Some sorties were 
abortive owing to poor visibility and flying conditions Frequently 
the pilots had to take their aircraft through cloud filled gapis in the 
chain of mountains On numcious occasions, the weather conditions 
were too bad to allow their fighter escort to accompany them 

During the period from the end of May 1944, to the beginning 
of July 1944 over 500 sick and wounded, collected from the Chindit 
columns and brought to Indawgyi Lake by mule and hand-carnage, 
were evacuated to safety by this means Amongst those evacuated 
were seriously ill eases of scrub typhus The casualties were loaded 
on to the flying boats from collapsible dinghies Only one flying boat 
was lost during these hazardous flights and this was wrecked by floods 
whilst moored on the Brahmaputra river during a monsoon storm 

Dunngjuly 1941, the Chindits were withdrawn, having success- 
fully completed their role, and tliey were replaced by the 36th British 
Division E\ acuation from the 36th Division vvas by ATC aircraft from 
Myitkina to North eastern Assam 

evacuation or casualties during the battle of imehal and 

KOiriMA 

Apnl and May of 1944 were cntical months Medical planning 
for the northern front had to be completely re organised As 
mentioned previously, the hospitals forming the forward hospital area 
m Imphal and Kohima had to be withdrawn to Comilla, Agartala and 
North eastern Assam The decision to form hospital areas at Gomilla 
atvd Agartala had to be made because these were the base aerodromes 
from which Imphal was to be supplied Transport aircraft returning 
with casualties could not be diverted and therefore hospitals had to 
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be Sited near the aerodromes. Again, owing to the enormous commit- 
ments which the engineers had to accept hospital sites and roads 
had to be improvised. But even improvised hospital and road 
construction took many weeks to complete, and as a result, only a 
portion of the casualties could be held at Comilla and Agartala, and 
the remainder had to be staged and further evacuated by ambulance 
trams to the Dacca hospitals. 

Thus the ideal of concentrating hospitals at Comilla and 
Agartala and of bringing all casualties by air to Dacca could not be 
achieved, owing to the acute shortage of aircraft and to the fact that 
the medical authorities had no ambulance aircraft which could be 
diverted at will. Throughout the battle for Imphal, one squadron 
of Dakota ambulance aircraft could have covered the evacuation of 
all the sick and wounded into Dacca. The aircraft could have back- 
loaded supplies from Dacca air-fields and the peak periods of evacua- 
tion could have been covered by small evacuations m supply aircraft 
to Comilla and Chittagong, where hospitals were already available 
for garrison cover. 

It was at this stage that the movement of troops and casualties 
by air on a large scale developed. Two divisions were flown from 
Arakan to Imphal. Base installations, including hospitals, were 
evacuated from Imphal by air and No. 3 British Neurosurgical Umt 
was flown to Comilla. The latter move was unique in that the unit 
did not cease to function. One aircraft carried eighteen of the more 
seriously ill neurosurgical' patients and treatment was continued 
immediately, by part of the unit, on arrival at Comilla. 

Throughout the siege and the battle of Imphal, the number of 
casualties evacuated by air averaged over 1,000 per week. In the 
early days of this evacuation, the tendency was to arrange mass 
evacuations at intervals, which invariably caused a certain amount 
of chaos and congestion at the receiving end. A smooth flow of eva- 
cuation was however soon arranged. This did much to avoid a 
situation which occurred at Comilla, where, at one stage, a 1,000- 
bedded IGH was holding 4,000 patients. The next difficulty to be 
overcome was the indiscriminate loading of aircraft, irrespective of 
destination, which had resulted in the Chittagong hospitals becoming 
grossly overcrowded. This obstructed the evacuation of long-term 
cases to the base hospitals, as all the cases from Arakan, Comilla and 
Dacca had to be staged in the Chittagong hospitals, preparatory to 
their evacuation by hospital ship. 

This overcrowding also caused the evacuation of slightly ill 
patients from Chittagong to make room for seriously ill cases. 
Casualties were eventually evacuated only to Comilla, with an over- 
flow to Agartala when necessary, which enabled a more careful 
sorting of patients. Long term cases requiring more than two months 
hospital treatment, were evacuated by ambulance trains to Chitta- 
gong, to await further evacuation by hospital ships to the base hospitals 
in the India Command. Patients who required less than two months’ 
hospital treatment were evacuated by ambulance trains to the Dacca 
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hospitals, nnd the shorter term sick were held, whenever possible, 
at Comilla and Agartala, near the convalescent depots and reinforce- 
ment camps, through which they could eventually be returned to their 
units 

From this point, air transport became the established and the 
only practical method of evacuating casualties The acute shortage 
of aircraft and the lack of control of the destination by the medical 
authonties, however, had a very great influence on medical planning 
in the succeeding stages of the Burma Campaign The outstanding 
achievement of air evacuation was the hospital treatment of casualties 
far from the battle areas within a matter of hours 

Concentration of large number of patients raised great diffi- 
culties in the sorting of casualties, both forward at Imphal and at 
Coimlla A directive on the evacuation and distribution of the sick 
and wounded was issued by the medical branch of the Fourteenth 
Army The objects aimed at in this directive were — 

(I) The retention of all sick and wounded who could be expec- 
ted to recover within a penod of three weeks in forward hospitals 
and MFTUs 

(II) The efficient and rapid evacuation of all longer-term cases 
to Comilla, AgartaH or Dacca, where all patients who could be 
expected to recover within two months were to be retained 

(ill) The rapid evacuation of all patients who would require 
longer hospital treatment than two months to the base hospitals 
in the India Command 

(iv) The early selection of certain special types of serious and 
urgent cases, such as gunshot wounds of the head, maxillo facial 
injuries, penetrating eye wounds, severe burns, fractures of the 
femur, etc , and their rapid selective evacuation to the specialist 
units where they could be treated most efficiently 

CASUALTY EVACUATION DURING THE RECAPTURE OF BURMA 

With the defeat of the Japanese in the Arakan and at Imphal 
and Kohima, during 1944, the stage was set for the final reconquest 
ol Burma The XV Indian Corps in Arakan and the 36th British 
Division m North Burma were placed directly under the command 
of Headquarters ALFSEA whilst the large L of C areas of the 
Fourteenth Army, the XV Indian Corps and the 36th Bntish 
Division, in Assam and Bengal, were administered by the 
L of G Command IVith Lord Louis Mountbatten’s decision 
to fight through the monsoon and pursue the defeated remnants 
of the Japanese force from Imphal to Tamu and down the Kabaw 
valley, ivhich involved difficult mopping up operations around 
Imphal and Kohima and along the hill tracts towards the upper 
Chmdwin valley, the mam dnve took the form of two columns, one 
along the Tamu road to Sittaung on the Chindwan and down the 
Kabaw valley and the other along the hill road to Tiddim into the 
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Chin Hills and then into the lower part of the Kabaw valley. All 
hospitals were sited in the L of G Commandj whilst each corps 
developed two corps medical centres with GGSs and MFTUs. 
Field medical units were attached to the divisions in the usual 
manner. The central group of hospitals in the L of G Command 
at Gomilla, Agartala and Dacca were designated advanced base 
hospitals and provided approximately 12,000 beds. 

A directive on the evacuation and distribution of casualties 
was issued by DDMS, L of G Command under the instructions 
of the DMS, ALFSEA. The line of evacuation of casualties was 
to be as follows : — 

(1) RAP 

{ti) Field ambulance 

(ADSs sometimes split off and foimed additional link in the chain) 
Function 

First aid and emergency treatment. 

(ill) Corps medical centre 

Usually two GGSs and two MFTUs with some special units, eg., 
ophthalmological unit, head injury unit, corps psychiatrist, etc. 
Function 

Major emergency treatment holding all cases expected to be fit within 
three weeks. 

(iv) Advance base hospitals 
Function 

Definitive treatment of all except long-teim cases and treatment of 
special cases, e g. head injuries, gunshot wounds of femur, maxillo- 
facial injuries, severe eye injuries psychiatric cases, severe burns, 
holding of all cases expected to be fit for discharge within two 
(later three) months 

(v) Base hospitals 
Function 

Long-tei m treatment of all kinds. Receiving all patients not expected 
to recover within two (later three) months. 

Air evacuation had already become the most important method 
of casualty evacuation in 1944. During the advance into Burma 
It was the only practicable method and was used on a greatly extended 
scale. The medical planning was based on an all-air evacuation basis 
from the forward areas, whilst full use was to be made of the other 
surface methods of evacuation in the rear areas. 

Evacuation of casualties was difficult. Owing to the moun- 
tainous nature of the country and the rams, which precluded the use 
of other than all-weather strips, casualty evacuation by light aircraft 
from the forward areas was impracticable. The evacuation service 
was thrown back upon the methods used during the early Arakan 
campaigns, in a country which was much more mountainous and was 
often more difficult to negotiate. The old methods of evacuation by 
hand carriage, mule carriage and jeep ambulance had to be used. 
The unmetalled roads were soon churned to mud and, frequently, 
lengths of road became completely impassable to wheeled traffic. 
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The continuous heavy monsoon ram caused frequent landslides along 
the hiU sections of the roads, which were cut as ledges into the steep 
slopes In the valleys, especially the Kabaw valley, the wheels of 
the ambulance vehicles and jeeps would sink to the axle in the deep, 
sticky, black alluvial clay The four wheel drive of the ambulance 
jeeps and cars could not compete and man-handling of the vehicles 
over the worst sections was resorted to by the troops Often it took 
two days and nights for an ambulance to cover the distance between 
Sittaung and Tamu, a journey which normally took only a few hours 
Stretcher carriage had to be resorted to from Fantha to Tamu, a 
distance of seven to ten miles A section of river from Sunle to Tamu 
was found to be navigable and ‘ Dukws ’ were brought up to evacuate 
casualties by this route ^ Dukws ’ had already been used to evacuate 
casualties on the stretchers of the Pruma Chaung and the Naf River 
in Arakan They proved extremely valuable over short distances 
and avoided change of transport at road river junctions along the 
line of evacuation Stretchers could be placed on the decks of these 
vehicles The mam disadvantages iverc, however, the difficulties of 
maintenance, their large size and, m Burma, the difficulty of obtain- 
ing them for evacuation of casualties 

As the monsoon ended and the ground dried, it became possible 
to construct light aircraft strips along the Tamu-Kaba^v vallev road 
but owing to the nature of the country, this was not possible along 
the mountainous Tiddim road Air evacuation made it possible 
to evacuate almost any serious case Hitherto very ill patients had 
been held forward m field medical units as they were totally unable 
to withstand the physical hardship of the c\ acuation Imc It was still 
necessary to hold the very ill casualties along the line of the Tiddim 
advance Unfortunately these troops ran into one of the worst of 
the scrub typhus belts and the forward units wore extremely congested 
Along the Kabaw valley axis of advance, light aircraft strips were 
constructed at intervals of approximately filly miles, and evacuation 
by L5 and Moth light aircraft became possible Evacuation of 
casualties by glider was also earned out dunng this advance, where 
absence of trees made it possible for the Dakota aircraft to snatch the 
gliders from the ground by means of nylon ropes For instance 
Wayco CG4A gilders were used to evacuate casualties from Khampat 
to Imphal until four gliders crashed on landing There was no loss 
of life or major injury to the patients m this accident, but the aircraft 
were rendered unserviceable The ‘ Wayco * glider was able to cany 
up to fifteen sitting patients, or four lying patients in double tier 
stretcher slings and five or six sitting patients The patients w'crc 
accommodated m the cabm ivith the stretchers slung along the long 
of the aircraft on either side, immediately behind the pilot’s cabin 
c of the aircraft dropped to allow the loading and removal 

of the casualties ° 

the troops ivcre operating just fon\ ard of Yazagy o, a light 
being constructed near this \allagc Evacuation by mule 
m the troops attacking Mawlaik was necessary owing to 
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DIAGRAM OF EVACUATION AT ONE STAGE OF THE 
ADVANCE FROM IMPHAL-KABAW VALLEY, i944 
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the lack of tracks suitable for jeeps and the impossibility of con- 
structing a light strip Tt that time The evacuation by stretcher 
bearers from Pantha to Tamu and by ‘ Dukws ’ from Sunle to Tamu 
was necessary until light stnps were built and the roads became 
passable after the monsoon 

For the drive to capture Kalewa, the XXXIII Corps sited the 
corps medical centre in the area Yazagyo Inbaung The centre consisted 
of two GCSs, one MFTU, two X-ray units, one field transfusion unit, 
one dental unit, one sub depot medical stores, a corps psychiatric centre, 
one motor ambulance section, one East African motor ambulance 
convoy, and three sections of American Field Service jeep ambulances 
Here all the casualties expected to be fit for discharge to duty within 
a period of three weeks were held and treated Surgical cases were 
concentrated in the GCSs, whilst all malana and the majority of the 
medical cases were treated at the MFTU Casualties came in by 
light aircraft from Mawlaik, Nanzalcin, Kalewa, etc , and ‘ over 
three weeks type ’ patients were re-evacuated in Dakota and Com- 
mando transport ambulance aircraft to the advanced base hospitals 
at Gomilla This corps medical centre was a prototype of the corps 
medical centres established throughout the advance into Burma 
Approximately 60 per cent of the casualties were held and treated 
at this level and a considerable saving in man power and casualty 
movement was achieved Of the remaining 40 per cent of the 
casualties which were evacuated to the advanced base hospitals, it was 
found that 25 per cent (i « , 10 per cent of the total) required further 
evacuation to the base hospital level for longer than three months’ 
hospital treatment 

With the capture of the bridgehead on the Chi nd win River at 
Kalewa, the Fourteenth Army was prepared for the major operation, 
the advance across the plains of Central Burma to cross the Irrawaddy 
and capture Mandalay Further south the XV Indian Corps was given 
the task of advancing down the Arakan coast in a combined opera- 
tion with the naval and air forces After air and sea bombardment, 
Akyab was occupied by land from the Kaladan valley and by a 
landing from the sea Ramree Island was also captured Having 
secured these two vital air bases, further landings were made on the 
mainland opposite Ramree Island behind the Japanese forces 
Small groups of Japanese were cut off from their supplies and dcstrojed 
and the rest were driven from Taungup into the Irrawaddy valley 
at the time that the Fourteenth Army troops were advancing south 
from Mciktilla to cut off their retreat 

Some of the fiercest fighting m the XV Corps campaign took place 
during the landings south of Akyab at My ebon, Kangaw and An, 

^'^^cuation from the beaches was planned to take place m three 
echelons Casualties were collected at a beach dressing station formed 
by a beach medical unit, where first aid surgery was earned out 
ihey were then evacuated by minor landing craft (LCMs) and landing 
craft tanks (LGTs) to a landing craft infantry (depot ship) (LCI(D)), 
evacuation commencing after the third wave of LCNIs, and LCls 
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came in. On this depot craft there was a mobile surgical unit plus 
100 beds where emergency surgery could be^done. The third echelon 
in the forward evacuation fiom the beaches was to a hospital ship 
which at best would come to within two miles of the shore. It wll 
be appreciated that owing to the nature of the coast, with its long, 
tiddilxhaiings and shallow mangrove swamps, this ideal arrangement 
was not always practicable. Coastal ambulance steamers (the 
Malcheria and the Badora — capacity 175 patients) and ambulance creek 
steamers the Agni^ the Vanu and the Lali (capacity — 40 lying and 
60 sitting patients) were used. In an emergency, as at Kangaw 
all types of craft were pressed into use. The creek steamers operating 
with the 82nd West African Division, between the remote chamgs 
and creeks at Taungup and Gl^va creek and Ramree Island, were 
equipped with radio to give information of the arrival and number 
of patients, etc. This was extremely valuable and improved 
despatch and reception arrangements. 

After the beach-heads were established, an attempt was made 
to filter the short-time cases (under three weeks) and evacuate them 
by coastal ambulance steamers to the corps medical centres esta- 
blished at Akyab and later at Kyaukpyu on Ramree Island. Light 
aircraft strips were constructed and the more senous cases were flown 
quickly by L5 aeroplanes to the corps medical centres. At Kyaukpyu, 
the light aircraft stnp was sited immediately adjacent to one of the 
CCSs in the corps medical centre, and casualties could be hand-carried 
from an aircraft taxied to within a short distance of the wards. 
After treatment there, the patients were evacuated by Dakota air- 
craft to the advanced base hospital area at Comilla. Patients were 
also evacuated by ocean going hospital ships (the Kmoa, the Kaiapara, 
the Amaiapoora, the Ophn, the Vasna^ the Melchior Trueb and the 
Wu-Sueh) and were taken to Chittagong. At this port, patients likely to 
lecover within three months were off-loaded for despatch by ambulance 
train to Dacca, Agartala and Comilla, whilst long-term patients remain- 
ed on board. Other long-term patients concentrated at Chittagong from 
the advanced base hospitals and those from the northern front were 
embarked for the base hospitals in India Command. 

In the north, the mam drive into Burma developed across the 
Ghindwin. The XXXIII Corps advanced to the line of the Irrawaddy, 
opposite to and north and west of Mandalay. The igth Indian 
Division crossed the Ghindwin at Sittaung, marched across the 
jungle-covered mountains of North Burma to link up, near Wuntho, 
with the 36th British Division advancing south along the Irrawaddy 
from Myitkina. Both these divisions drove south to take Mandalay 
from the north, the 36th Division taking the more easterly route across 
the Schweli River and through the Southern Shan States. Evacuation 
from the XXXIII Indian Corps operational area was almost entirely 
by air, taking the pattern of light plane evacuation to the corps medical 
centre, and Dakota evacuation from this centre to the advanced base 
hospitals at Comilla. The two medical centres of this corps ‘ leap- 
frogged ’ during the advance. The mam fighting took place in the 
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AIR EVACUATION OF CASUALTIES— APRIL— MAY 194-5 
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The following were the approximate figures of Indian, British 
and Australian RAPWI in South East Asia • — 



Indian 

British 

Australian 

Total 

Singapore 

Malaya 

16,133 

3,614 

9.331 

5.735 

31.199 

3.614 

Burma 

6 

85 

I 

92 

Siam 

716 

13.467 

4.592 

18,775 

French Indo-Ghina 

102 

2,339 

264 

2,705 

Hong Kong 

2,501 

3,432 

]2 

5.945 

Java 

39 

2,175 

12 

3.326 

Sumatra 

1,824 

1.591 

5 

3,420 

Total 

24.935 

32,420 

11^721 

69,076 


In addition to these, there were about 1,60,000 Dutch and 
15,000 others, which would make a total of approximately 2,44,000. 
An idea of the magnitude of the problem may be obtained by briefly 
reviewing the situation in each country. 

In Siam, there were known to be a number of camps scattered 
throughout the country. But the Japanese concentrated them in 
Bangkok. The American RAPWI were evacuated by air immediately 
owing to the unlimited supply of aircraft. But the problem for the 
ALFSEA was difficult as only a limited supply of aircraft was avail- 
able. Nonetheless, the 'Joint Logistical Planmng Committee, 
SACSEA, agreed to employ four squadrons of Dakota aircraft to 
fly in two IGHs(C) to Bangkok. These aircraft could then evacuate 
most of the sick RAPWI to the advanced base hospital group established 
in Rangoon on the return flight, leaving the hospitals to care for 
the remaining sick and to act as cover for the division which was to 
garnson the country. 

In this way, approximately 16,000 RAPWI ivere evacuated by 
air from Bangkok and Saigon in French Indo-China, to Rangoon 
during the last week of August and in the month of September 1945 
In actual fact it was found that the best units to fly in to cover the 
evacuation were the three divisional field ambulances, a CCS and a 
MFTU together with a casualty air evacuation unit. 

During the evacuation, an epidemic of smallpox was reported 
from a camp of 30,000 labourers abandoned by the Japanese, and 
energetic measures were taken to limit and combat the disease by 
parachuting vaccine lymph and a medical team. 

In French Indo-Ghina, the RAPWI numbered about g,ooo who 
were concentrated at Saigon prior to their evacuation by air to 
Rangoon via. Bangkok. Further evacuation of RAPWI sick from 
the 3^000 bedded advanced base hospital group in Rangoon (expanded 
to nearly 10,000 beds) was by hospital ship to Madras from where they 
were transported by ambulance trains to the Bangalore base hospital 
area. 

At Singapore, the RAPWI who were sick and required evacua- 
tion through medical channels numbered about 20,000. Medical 
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Stores and supplies together wth two medical teams were landed by 
parachute at the Changi Road airfield on 30 August 1945, with the 
object of helping the medical personnel operating within the camps 
Additional medic il personnel were also attached to No 2 RAPWI 
control staff located m Singapore On 5 September I 945 j the addi 
tional medical personnel and two hospitals reached Singapore^with 
the Allied Expeditionary Force Three hospital ships (the Karoa, 
the Karapara and the Amarapoora) were amongst the first ships to 
arrive ready for the evacuation of the first convoys of the sick 
RAPWI 

Most of the RAPWI who had been held in camps on the 
Malayan Peninsula itself had been concentrated in Singapore, but 
a few were still remaining in the camps at Kuala Lumpur, Klaugn 
and Ipoh, and to these medical supplies were dropped by air They 
were eventually evacuated via Singapore The majonty of the sick 
RAPWI from Singapore were also evacuated by hospital ships and 
earned to Madras en route to the base hospitals at Bangalore A 
few, however, were evacuated in Sunderland flying boats to 
Madras and Colombo By this means 339 sick RAPWI were 
evacuated to Madras and 352 to Ceylon 

In Java and Sumatra, the problem was more one of sending in 
medical supphes and Red Cross stores, than of evacuating large 
numbers of sick RAPWI The RAPWI were mostly of Dutch and 
Indonesian origin The total number of British RAPWI in Java was 
about 1,886 and there were no Indians Medical supplies, the 
RAPWI control staff and medical personnel were despatched to Java 
in the cruiser HMS Cumberland 

Food, clothing and medical supplies were dropped by parichute 
into the camps in Sumatra, which were mainly located at Medan, 
Palembang and Rantau Parapat 1,798 Indian and 1,669 Bntish 
RAPWI sick were evacuated by sea from Benkaha and Pachin 
Baroc to Singapore The evacuation was earned out in one LGT, 
four LGls and the nver streamer Elizabeth Small numbers were also 
evacuated to Singapore by Dakota aircraft 

The task of evacuating and supplying RAPWI was thus success 
fully completed Mastiff Control, SACSEA, closed on 29 September 
1945, and the duties which remained were taken over by RAPWI 
Mam Control ALPS E A Sub control Colombo closed on the same 
date and remaining duties in this area were taken over by No 2 
RAPWI Control Staff at Singapore, who then covered Java and 
Sumatra as well as Malaya Sub control Calcutta closed down on 
15 October 1945, when RAPWI stores and supplies became a normal 
commitment 


ORGANISATION OF AIR EVACUATION 

Senous and urgent cases such as gunshot wounds of the head, 
maxillo facial injunes, penetrating eye wounds, severe bums, frac- 
tures 01 the femur, etc demonstrated, more than others, that air 
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evacuatiorij when efficiently organised and skilfully used by those 
selecting the patients for evacuation^ was a life saving measure. The 
organisation of air evacuation in Burma was briefly as follows : — 

(I) Medical branches of the formations concerned estimated the 
approximate number of casualties which would require evacuation 
each day : — 

(a) by light aircraft to the corps medical centre ; 

(b) from corps medical centre to the advanced base hospital 
group. 

(II) These figures were transmitted to the Army Air Transport Orga- 
nisation (AATO) at fortnightly inteivals and aircraft allocations 
made accordingly. Any operational variation from the planned 
requirement was signalled immediately to this organisation, 
which requested diversion of RAF aircraft accordingly. 

(ill) Estimated times of arrival of the transport ambulance aircraft 
were signalled to the forward evacuation units on the strips and 
the formations concerned. 

(iv) Light aircraft normally worked on direct request from the forma- 
tions; i ^.5 the division or perhaps brigade to the squadrons con- 
cerned. 

(v) The casualty evacuation units employed on the airstrips in Burma 
were mostly ISSs which could handle efficiently from 50 to 
200 patients per day and occasionally Indian field ambulances 
or sections of such units were used where more casualties had to 
be handled. (As an instance the Indian field ambulance used 
on the Imphal strip during the siege of Imphal in 1944, was able 
to cope with over 1,000 patients a day) Towards the end of the 
campaign, RAF casualty air evacuation units and ISSs were 
admirable for dealing with the British troops ; an ISS had usually 

' to be attached to deal with the Indian and African casualties 
These units were responsible for staging the casualties whilst 
awaiting the arrival of aircraft and then loading into the aircraft. 
An ambulance pool was attached to these units. 

(vi) At the receiving aerodrome, an aircraft carrying casualties, on 
approaching the circuit of the air-field, informed the control 
tower by radio of the number of lying and sitting patients earned 
This was passed on to the evacuation unit, together with the un- 
loading bay number The aircraft was unloaded and the patients 
given food, rest and any necessary medical attention before being 
distributed to the appropriate hospitals in the advanced base 
hospital group. 

(vii) Documentation in Burma was reduced to a minimum compatible 
with efficiency The basis was the field caid AFW 3,1 18 and the 
envelope for the field card AFW 3,1 18A On this card and 
envelope all that was necessary could be entered On the foi ward 
airstrips, apart from the field medical card and envelope, which 
was kept up to date, as necessary, the only additional documenta- 
tion was a lecord of total numbers as well as names and units of 
those evacuated At the more reaiwaid airstrips a nominal roll 
of patients in the aircraft loads was made out in triplicate. One 
copy was kept by the despatching unit, one was retained by the 
pilot of the aircraft and the thii d was despatched to the receiving 
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evacuation unit with the casualties An abstract was made at 
the foot of the nominal roll of the number of lying and sitting 
cases and of any special cases Tlie total number of casualties 
evacuated by nationalities, lying and sitting, was usually required 
by the formation medical branches day by day At base air- 
strips, It was desirable to hav e the record of the number of casualties 
arriving from the various fonvird centres of evacuation Such 
statistics were of great value to the casualty evacuation staff 

Air evacuation from Burma consisted of three echelons Firstly, 
there was evacuation from the forward areas by light aircraft Casual 
ties were conveyed from the MDS of a field ambulance or possibly an 
ADS or even a RAP to the appropriate ^rps medical centre, depending 
on the precise tactical situation, the presence or absence of alternative 
surface means of communications, the location, nature and number 
of casualties and finally, the possibilities of improvising landing strips 
The optimum range for the L5 aircraft used was twenty to eighty 
miles Ordinarily distances were not greater than fifty miles 

The second echelon consisted of evacuation by medium range 
transport ambulance aircraft from corps medical centre to the ad- 
vanced base hospital group Distances were of the order of 250 
to 500 miles and involved the crossing of a belt of jungle 
covered mountains with peaks up to eight and nine thousand 
feet high and with few, if any, possible sites for forced landings 
Evacuation from the hospitals in the large L of G area to the advanced 
base hospitals might also be included in this echelon This evacuation 
was usually earned out in the same medium range aircraft, although 
light aircraft were sometimes used within this area 

The third echelon consisted of evacuation from the advanced base 
hospitals to the base hospitals in the interior of India The numbers 
evacuated in this echelon were much smaller, as alternative surface 
routes were available and urgency m evacuation was less important 
Even smaller numbers were evacuated by air, in stages, from the 
advanced base hospitals to the United Kingdom Medium and long 
range aircraft were utilised for these evacuations 

The provision of medical staff for the aircraft evacuating 
casualties was a matter of considerable difficulty in Burma As there 
was no ‘ Air Ambulance Service * almost any aircraft could be called 
upon to carry casualties In the later stages of the fighting, when 
fly out of the casualties was undertaken by the aircraft taking in 
reinforcements, most of the casualties were earned by the aircraft 
of one squadron In this case it was relatively easy to arrange for 
a pool of nursing orderlies to be maintained near the squadron A 
minimum amount of equipment was earned by these orderlies 
Their duties included general care and nursing of the casualties 
evacuated, psychological reassurance, attention to dressings and splints, 
administration of treatment (e g , sulphonamidc, pemciUm), and 
the maintenance of adequate hydration Much improvisation was 
resorted to m r^pect of the medical personnel canng for the sick dunng 
evacuation in Burma and medical personnel proceeding on leave or 
other duty were frequently detailed for these duties 
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The organisation for the evacuation of casualties by air in 
Burma may be sub-divided into two phases, evacuation by light 
aircraft and that by medium or long range transport ambulance 
aircraft. 


EVACUATION BY LIGHT AIRCRAFT 

The types of aircraft employed in this method of evacuation, 
which was almost restricted to the first echelon, were the L5 (Stenson 
Reliant), the Li (Vultee Vigilant), the larger G64 (Norseman), 
and to a lesser extent, Tiger-Moth, Fox Moth, Anson, CG4A Wayco 
Gliders, and Auster Tailorcrall. By far the greatest amount of work 
was done by L5 aircraft. No Helicopter aircraft were available 
for use by the British forces in India, but an emeigency evacuation 
of a crashed air crew was carried out by the American air force 
personnel in North Buima. 

Prior to early 1944, the only aircraft available for light plane 
evacuation were a small number of RAF Tiger and Fox Moths, which 
were used in the Arakan and Kaladan Campaigns as well as subse- 
quently in Northern and Central Burma. A small number of Anson 
aircraft which were also available, were found to be of little practical 
value, owing to their age, their mode of construction and the long 
take-off run required (800 yards). 

From 1944 -until 1945 three squadrons of the USAAF Air 
Commandos were available for use in Burma. They were Nos. 164, 
165 and 166 Squadrons which usually operated with one squadron 
in reserve. There were usually thirty-two L5 aircraft in each 
squadron and from four to six G64 (Norseman) aircraft. A smaller 
number of Li’s was sometimes attached. All three squadrons worked 
with Wingate’s forces in 1944. During the advance from Imphal 
through Burma to Rangoon, one squadron was allotted to each corps 
and an additional flight of twelve L5’s and three Li’s was occasionally 
made available during peak periods of evacuation. 

A flight of RAF L5’s belonging to No. 221 Group was, in a few 
instances, loaned for the purpose of evacuating Army casualties and 
subsequently a few Auster Tailorcraft became available from RAF 
sources. 

The casualty carrying capacity of aircraft employed in evacua- 
tion in the forward areas was usually small. The L5 (Stenson 
Reliant) aircraft could carry only one casualty. 

In most of the aircraft used in Burma the casualty had to be 
carried in the sitting position, which was obviously undesirable in 
many cases. An apparatus was introduced which could be adapted 
to take either a lying or a sitting casualty and it is most desirable that 
all aircraft of this type should be so modified The patient lying on 
a stretcher could be introduced into the rear cockpit through a large 
panel sited in the right hand wall of the fuselage. The head of the 
patient was normally carried towards the front of the aircraft, unless 
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a Thomas splint Incl been fitted, in which case the feet had to be 
threaded fota\ard into the cockpit and the head and chest occupied 
part of the tail of the aircraft 

The maximum carrjing capacity of the Li (Vultcc Vigilant) air- 
craft was four lying patients and three sitting, or eight sitting casualties 
For urgent use, the Norseman aircraft (C() 4 )> produced by the 
Noorduin Aircraft Company in Canada, had many advantages 
This aircraft was used by the American Comnmndos as a medium 
transport plane It as a high winged monoplane, giving easy access 
for stretcher bearers from all angles, with wide doors on each side of 
the cabin at stretcher hand carnage height, could carry five sitting 
cases and was capable of easy conversion to carry two or three stretcher 
patients on*onc side of the cabin, suspended by modifications of the 
standard webbing slings from the roof of the cabin in a tier of three 
The Norseman had been used in Canada for snow landings with skis , 
It could also be fitted with floats 

The ligcr Moth aircraft, a two scatcr biplane was modified 
to take a stretcher ease, by fitting a hinged lid over the top of the 
rear cockpit, through which a stretcher could be passed llicrc were 
vanous technical disadvantages in the use of this aircraft, and a 
stretcher ease had to be enclosed in a rather confined space A 
Ncil-Robcrtson stretcher was necessary for this aircraft 

The Fox Moth had a rear cockpit occupied by the pilot and a 
forward cabin which could accommodate four sitting casualties or 
one lying ease on a special stretcher ivath attendant 

The Anson aircraft could carry four sitting or one lying and 
three sitting patients The door to the cabin ivas very awkward and 
required a Neil Robertson stretcher Even this was difficult to 
pass into the cabin and, owing to the tubular frame of the aircraft. 
It was impossible to modify it On the whole the aircraft was un- 
suitable for casualty evacuation and was little used m Burma 

The Wayco CG4A glider was capable of carrying up to fifteen 
sitting patients or four lying eases with five or six sitting patients 
Owing to the sudden drag when the glider was being snatched off 
the ground patients had to be selected for this method of evacuation 
These light aircraft were able to operate from quite small air- 
strips, 300 to 400 yards m length and thirty yards in width These 
were often constructed by the field ambulances and, in their simplest 
form consisted of paddy fields m a jungle clearing with the earth 
bunds separating the small fields dug out to give a continuously level 
surface Where bulldozers were available this was accomplished 
quickly and easily Preferably the surface was levelled and smoothed 
by a grader when, these machines were available 

The airstnps were marked out m strips of white cloth, an * L ’ 
shaped stnp 6X1' marked the corners and similar stnps 6' X i' defined 
the sides at intervals of fifty feet A ‘ T * made of similar matcnal 
sited to the left of the strips half way along it, with the upright 
of the ‘ T ’ pointing towards the aircraft as it came in to land 
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The larger light aircraft, such as the Norseman and Li, 
required a larger landing strip about 600 yards long and forty yards 
wide. An Anson aircraft, in spite of its small capacity, required 800 
yards of strip for safe take-off. 

The essential medical requirements for a forward airstrip, which 
were usually provided and equipped by the field ambulance, included 
a ward or wards in which patients could await evacuation in comfort 
and yet be available for an aircraft the moment it arrived ; a treatment 
room able to deal with routine treatment of patients awaiting evacua- 
tion and any of the simpler and more urgent emergencies likely to 
anse in the transit of seriously ^vounded or ill patients ; facilities for 
providing tea, soup and emergency food or comforts ; sufficient 
trained personnel and transport for loading aircraft quickly ; a res- 
ponsible person in charge of the evacuation arrangements \vith a good 
air force and ground liaison and adequate telephone or other commu- 
nications. A stock of stretchers and blankets sufficient to cover 
expected contingencies was also important. 

Signposting of evacuation units was an important factor in 
reducing the delay experienced by the unfamiliar pilots in locating 
these umts. 

Control of light aircraft was exercised by the squadron comman- 
der, who worked in close liaison with the corps medical centre. The 
aircraft w^ere at the sole disposal of the medical services. They were 
available on an as required basis for casualty evacuation from the 
divisions. A great deal was left to personal contact betiveen the 
pilots and the evacuation officers on the spot. The first pilot landing 
at the field ambulance airstrip was given a written statement of the 
numbers, details and urgency of cases awaiting evacuation Any 
apparent neglect of one division to the advantage of another, or greater 
urgency for evacuation facilities in one division, if not settled by local 
direct liaison, were matters for ADMS divisions and DDMS corps 
to take up through medical channels. 

In Burma it ivas found that on an average, a L5 aircraft was 
able to evacuate five casualties per day. The highest average was 
not more than six and thus a squadron of thirty aircraft could evacuate 
a maximum of 180 casualties a day for short peak periods of evacua- 
tion, Assuming that the length of flight w'^as the average for the 
campaign (fifty miles between the forward and the rear stnps), pilots 
and ground staflf w'ere sufficiently experienced to maintain an average 
of go per cent, aircraft in commission daily, and that flying and landing 
w^ere possible on at least 75 per cent, of the days of the months, it was 
estimated that the monthly carrying capacity was 6,000. The 
highest evacuation rate by light aircraft achieved in Burma over a 
period of one month was 154 casualties a day by No. 164 squadron 
USAAF based at Shwebo in the first half of hlarch 19463 
Ondaw in the second half of the month. This was during the battle 
for the bridgeheads across the Irrawaddy in the attack on Mandalay. 
It was concluded that, under these conditions, one squadron would 
evacuate the casualties from a corps, but that it would be wser to 



RECEPTION AND DISTRIBUTION OF CASUALTIES 


287 


have a strategic reserve consisting of a part or whole of a squadron 
maintained at army level and normally carrying out evacuation duties 
within the army area 

Whilst the primary role of light aircraft was the evacuation 
of casualties, certain secondary roles were usefully combined These 
included the transport of senior medical administrative officers 
consultants and specialists as also flying m of reinforcements, food, mail, 
ammunition and items of personal kit Urgently required medical 
stores such as blood, penicillin, etc , were flown in and pathological 
specimens, damaged spectacles, etc , were flown out Spotting for 
artillery, carrying messages, and reconnaissance flights were also 
carried out It is vitally important that casualty evacuation should 
be stressed as the primary role of light aircraft, as otherwise they 
are likely to be taken over for other purposes to the exclusion of their 
primary role On the whole, the light plane evacuation service was 
uniformly excellent Co-operation between the USAAF, RAF and 
Army medical authorities was very good 

The types of aircraft were well suited to the conditions, but a 
higher proportion of G64 (Norseman) aircraft and the modification 
of all L5 ’s for stretcher carriage would have been advantageous 

The 'illotmcnt of aircraft was insufficient, as all light planes 
had to be used at corps level, leaving none for army and L of G 
use Many troops under direct army or L of C Command in 
Burma were sited in extremely remote and inaccessible areas and 
an additional flight of twenty-four L5’s was required for this 
commitment 

An important point m connection with the use of light aircraft 
was that they needed special fuel {74 octane) and this had to be 
specially catered for by services 

EVACUATION BY MEDIUM OR HEAVY TRANSPORT AMBULANCE AIRCRAFT 

Medium or heavy transport aircraft were, generally speaking, 
used only m the second and third echelons of the scheme of evacuation 
m Burma Dakota (G47) and Commando (C46) aircraft were mostly 
used, the latter less frequently than the former Occasionally 
Sunderland and Catahna flying boats were also used 

The capacity of the Dakota aircraft was for eighteen stretcher 
ca^s, accommodated m six tiers of three along the sides of the aircraft 
'tnd five sitting cases, or a total of thirty sitting cases with normal 
The stretchers were held in position by means of 
webbing slings suspended from the roof of the aircraft All aircraft 
Burma fighting area were equipped with these slings, 
which could be stored away m a very small space at the point of 
suspension They proved excellent in use and enabled any aircraft to 
e converted for casualty carrying duties in a few moments The 
iverage load of a Dakota aircraft m Burma was ten stretcher cases 
na seventeen sitting patients, as this was found to be the approximate 
auo between lying and sitting cases Such a load did not take longer 



288 


ADMINISTRATION OF MEDICAL SERVICES 


than fifteen minutes to unload and about ten minutes to load. The 
usual method was to have four stretcher bearers inside the body of 
the aircraft, and two assisting at the door of the plane for off-loading 
the ambulances and passing casualties into the plane. Those inside 
the aircraft wore light, rubber soled shoes to prevent slipping on the 
floor of the aircraft. 

Commando aircraft were able to carry twenty-four stretcher 
cases in tiers of four, fixed as in the Dakota aircraft, together with 
eight sitting, or alternatively thirty-four to forty sitting cases. Loading 
this type of aircraft was more difficult than the Dakota and took 
about twenty minutes A loading ramp was of advantage, but delayed 
loading and a skilled team of stretcher bearers became remarkably 
adept at handing stretcher cases into the aircraft. 

In the early days of air evacuation in Burma all returning supply 
and reinforcement aircraft were used for the purpose of despatchmg 
casualties to the advanced base hospital areas. Subsequently a special 
squadron of Dakota aircraft (No. 62 Squadron and others) was given 
the primary role of evacuating casualties and flying in reinforcements. 
It was found that these commitments balanced each other very 
closely and at all times other aircraft could be utilised in cases of 
emergency. Full use was also made of the scheduled mail or other 
services m the rear areas for the purpose of evacuating special or urgent 
cases. 

The airstrips required by these larger aircraft were often con- 
structed by the forward troops, although usually by the special en- 
gineer force available for this work The African division operating 
in the Kaladan Valley found that it could construct a suitable landing 
strip, approximately 1,200 to 1,500 yards long and 50 yards wide, in 
about seven days Bulldozers and graders were desirable for the 
making of the level strip which was especially necessary for larger 
aircraft. Considerable weather proofing of strips was obtained by 
laying bithess over the carefully smoothed surface. This consisted of 
hessian impregnated with bitumen and unrolled in long stnps each 
overlapping the other. Pierced metal planking was used in other places. 

The ground organisataon required for evacuation by transport or 
ambulance aircraft was essentially similar to that required for the light 
aircraft. 

Air evacuation should be regarded as another instrument placed 
in the hands of the medical services with which to reduce mortahty 
and morbidity and extend the availability of highly specialised 
medical treatment. To achieve this, it is essential that the aircraft 
should be available at the request of the surgeon or physician in charge 
of the patients. An aircraft is frequently required urgently, and it is 
essential that at least a proportion of the aircraft allotted for casualty 
evacuation should be reserved primarily for a casualty evacuation 
role. 

At corps level, where the change from hght plane to transpori 
plane usually took place it is desirable to have hght aircraft and 
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medium or heavy aircraft stnps in close proximit), for movement of 
casualties by road can be cut to a minimum, one casualty evacuation 
unit can thus be m charge of both the reception and despatch, which 
makes for efficiency and economy, and any priority evacuation cases 
for special units at the advanced base hospital level can be transferred 
with mimmum delay Furthermore, liaison with the aerodrome 
authonties is simplified The siting of the casualty evacuation unit 
should ensure easy approach, reasonable safety from enemy attack, 
adequate shade and shelter, and freedom from the swirling dust 
caused by aircraft propellers 

The casualty evacuation unit should consist essentially of a 
medical officer and adequate medical staff to care for the number 
of casualties anticipated, both on arrival and whilst awaiting 
evacuation 

The medical officer should be responsible for resuscitation of 
the cases requiring immediate attention and for expediting the further 
evacuation of cases destined for special medical centres Otherwise, 
sorting and triage at this stage would normally be earned out cither 
m the formation medical centre or by more senior officers with consi- 
derable medical or surgical experience 

There should be a staff of trained stretcher bearers for loading 
and unloading the aircraft and sufficient number of cooks to prepare 
meals for all types of troops An attached pool of ambulance cars 
and personnel is also essential The accommodation for personnel 
and patients is usually temporary and, in Burma, consisted of cither 
tentage or bamboo and thatch basha construction 

On airstrips serving corps medical centres or an advanced base 
hospital group, where large numbers of casualties have to be handled. 
It is essential to have a comprehensive system of air ground control 
and liaison between the casualty carrying aircraft, flying control, the 
casualty evacuation unit and the ambulance pool Otherwise conges- 
tion, chaos and delay ensue, not to mention sometimes the entire 
failure to evacuate patients awaiting evacuation 

The siting of medical centre in relation to the airstnp serving 
Was carried out m accordance with the regulations of the Geneva 
'convention In the absence of a properly marked stnp reserved 
entirely for medical use, the distance of medical centre from the air- 
strip must be not less than 1,000 yards This distance also reduces 
noise and dust nuisance, but good roads are essential and any greater 
distance, as occurred at the Comilla advanced base, is a considerable 
handicap 

An important duty of the air evacuation unit is to ensure the 
eturn to forward units of stretchers and blankets on an adequate 
cale In practice, this function frequently breaks down and it is 
essential that a careful watch should be kept on it at the staff level 
nd that adequate forward reserves should be available 
o o^anisation of air evacuation by medium and heavy air- 

at stafl level requires a considerable amount of liaison and 
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evacuating by air or any other means. In postmortems performed on 
cases dying after air evacuation infarction of the lung and multiple 
venous thromboses in the lower limbs were found. Anaemia cases 
travelled badly by air, although the use of a BLB mask and oxygen 
would help these patients. Such cases were held until their haemo- 
globin was at least 50 per cent. Cases of shock, including secondary 
shocks in burns, reacted badly to air evacuation. Coronary occlusion 
before organisation and healing, angina of effort, recent severe 
haemorrhage including haemoptysis and haematemesis were other cardio- 
vascular conditions when it was considered unwise to evacuate by air. 
Also, in the respiratory system, perforating wounds of the chest, pneumo- 
thorax and partial or complete collapse of a lobe, were conditions when 
evacuation by air was not resorted to if it could possibly be avoided 
Cases of pneumonia, pleural effusions and lung abscesses stood evacua- 
tion well if suitable weather conditions were selected. It is to be 
expected that chemically gassed patients would react badly to evacua- 
tion by air. Abdominal wounds and acute abdominal conditions 
stand evacuation by air less well than most surgical conditions. Acute 
suppurative conditions of the middle ear and their internal complica- 
tions may be aggravated by air evacuation, presumably because of 
the changes of atmospheric pressure at various altitudes. Gas gangrene 
was also one of the contra-indications. 

When evacuating cases of infectious diseases, it is desirable that 
such cases be evacuated in isolation, that air crew and attendants be 
protected by the appropriate inoculations and vaccinations, that 
arrangements for disinfection of the aircraft be available, that facilities 
for disinfection and disposal of infectious excreta exist, and that ade- 
quate arrangements are made for isolation of the cases at the casualty 
evacuation units at both the ends of the flight Personnel who have 
been in contact with infectious cases during evacuation should be 
observed by a medical officer for the necessary period laid down for 
the disease in question. 

With regard to documentation it may sometimes be advantageous 
to distinguish certain types of urgent cases of patients, so that on 
glancing over a number of casualties they can easily and quickly be 
picked out. The possibilities here are a distinctive symbol or colour 
m one corner of the AFW 3, 118A or a separate coloured tie-on label. 
Special markings of the casualties should be reduced to a minimum m 
the forward areas, owing to the work involved and the probable 
breakdown of any system if too elaborate The simple expedient of 
marking the forehead of a patient with a skin pencil is of value. 
Symbols such as ‘ M ’ for morphia, ‘ T ’ for tourniquet, ‘ S ’ for sul- 
phonamides, ‘ P ’ for penicillin and so on, are sometimes used. 

It Will be clear from the preceding account that during the 
campaigns in Burma and South East Asia various modes of evacuating 
the casualties were developed and fully utilised to bring the wounded 
and the sick from the forward areas to the hospitals in India. Long 
distances and the varied nature of terrain, mountains, jungles, chaungs 
and beaches, afforded scope for the employment of every means of 
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iTTDsport, from hand carnage to the use of watercraft and aircraft 
The most important, however, was the cmplo>ment and gradual 
development of the system of air evacuation of casualties Beginning 
from the limited and spasmodic emergency air evacuation forced b> 
the circumstances of the retreat from Burma, involving 1,900 sick 
troops and civilians, there was by the end of the war in Burma and the 
South East Asia a large scale and continuous utilisation of aircraft 
to evacuate casualties The value of this means of evacuation was 
reahsed early after the retreat from Burma, and to reinforce it, there 
was the expen cnee of air evacuation on the North West Tronticr, and 
dunng 1942 and 1943 repeated demands were made by Major General 
T O Thompson, then DBMS, Eastern Arm> and later DMS, 
ALFSEA, and Brigadiers MacAlvey of the IV Corps and H G Winter, 
DMS Fourteenth Ann>, for aircraft to evacuate the casualties But 
while this mode was not adopted generally, in the First Arakan 
Campaign and m the first expedition of General Wingatc^s Long Range 
Penetration Group, light aircraft and Dakota were used in some 
measure for the evacuation of casualties It was, however, in the 
second expedition of Wingate m 1944, and the Second Arakan 
Campaign, that air evacuation came to be the established method of 
clearing the casualties, and a definite system was evolved To cover 
the second Wingate expedition, the ist Air Commando of the USAAE 
provided three squadrons of light aircraft Nos 164, 165 and 166, the 
types used being L5 (Stenson Reliant), Li (Vul tee Vigilant) and C64 
(Norseman) Gliders were also used for this purpose, and at the 
larger airstrips C47 (Dakota) was also employed Evacuations from 
the Indawgyi Lake in North Burma were earned out by coastal 
Command RAF Sunderland flying boats and Li aircraft fitted with 
floats In this manner evacuation of casualties in this rapidly mobile 
warfare was effected wholly by means of aircraft By 1944, this 
method was a well recognised one and during the fight for Imphal 
and Kohima and later in the quick and victonous dnve down the 
valleys of Burma in the last push against the retreating J<apanese, air 
evacuation played an important part In these moves air evacuation 
reached the peak of efficiency and value Ihe pattern of air 
evacuation and the organisation developed to achieve it were 
similar in the various stages of the campaign for the recovery 
of Burma Light aircraft strips were constructed behind the 
advancing troops at intervals of approximately fift) miles and then 
Dakota transport landing strips were developed at the more important 
points of the advance In some places glider evacuation was arranged 
but it was not found to be very successful owing to the unwieldy 
nature of these aircraft and the jerkmess of the take off when snatched 
into the air by the towing aircraft Light plane evacuation was the 
first echelon m the evacuation from ADS to CCS and MFTU level 
These units were sited in close proximity to the Dakota strips from 
which the second echelon of evacuation took the longer term cases and 
those having received major surgical first aid to the advanced base 
hospitms at Comilla A third echelon of air evacuation operated on 
a much smaller scale, conveying somj of the very long term cases, 
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such as those who would not again be fit for foward military service or 
those who would not be fit for discharge from hospital within three 
months, from the advanced base hospitals to the base hospital centres 
in India proper. Much of this third stage of evacuation was carried 
out by surface routes, as the need for speed in evacuation had usually 
ended for these patients and economy of aircraft and personal comfort 
of the patient had become more important considerations. 

Moreover rapid advance through many hundreds of miles of 
Burma had left behind numerous L of G bases and garrisons from 
which evacuation of casualties was impossible except % air. These 
were in addition to the many bases and similar L of G bases and 
garrisons throughout the whole of Assam and Bengal in India, many 
of which were also difficult of access. The same policy of evacuating 
longer term sick and wounded and special cases applied throughout the 
extensive rear L of G areas of the Fourteenth Army, the 36th British 
Division arid the XV Indian Gorps. Evacuation by air from these areas 
was carried out by means of regular aircraft casualty evacuation sorties 
at agreed intervals, special evacuation on a demand basis, and when 
possible by means of mail planes and intercommunication aircraft. 
In some cases a regular allocation of berths was made on mail planes, 
in others requests were made to the appropriate controlling officer 
for mail aircraft accommodation which was given high priority. 

Further evacuation from rear lines of communication areas to 
bases in India was frequently arranged as necessity arose. For instance, 
there was a regular evacuation of special and urgent cases from the 
Gomilla advance base to Galcutta. Evacuation of head injury cases 
from Gomilla to the Bangalore base hospitals was also arranged at 
intervals This evacuation saved a surface journey by rail and sea 
which took anything from one to two weeks, according to the avail- 
ability of hospital ships for evacuation. 

Again, as has been mentioned earlier, at the end of the 
hostilities in South East Asia in August and September 19453 many 
RAPWI were evacuated to the hospitals by means of aircraft. The 
problem of evacuation by surface routes was tremendous. These 
unfortunate people, the vast majority of them sick and requiring hos- 
pital treatment, were scattered throughout South East Asia. Evacua- 
tion by hospital ship with the facilities which were then available, 
would have taken many weeks, if not months, to complete. Hospital 
ships were used on the mam direct and shorter routes, such as from 
Rangoon and Singapore to India, whilst aircraft were used to evacuate 
the more remote RAPWI from such places as Saigon in French 
Indo-Ghma, Bangkok in Siam and the Dutch East Indies. RAPWI 
were evacuated from the Dutch East Indies to Singapore mostly m 
Dakota aircraft. 

During the fighting in South East Asia in 19445 i 945 j there 

were 1,78,367 recorded evacuations of casualties by air. 



RECEPTION AND DISTRIBUTION OF CASUALTIES 295 

Jtr LvactialionStattshcsfor 1944 and 1945 {January lo Seplembtr) 

South Last Asia 


Dale 

Evacuated 
by liqht air 
craft from 
battlefield 
to corps 
medical 
centres 

Evacuated by 
transport ambu : 
lance aircraft 
from corps 
medical cen 
tres to advanc 
ed base hospital 
groups 

Evacuated 
from advan 
ced base 
hospital 
groups to 
base 

hospital* 

Evacuated by 
transport air 
craft from base 
areas of Bengal 
and Assam to 
advanced base 
hospital groups 

Evacuation 
of sick 
RAPUl 
bv 

transport 

aircraft 

Grand 

totals 

>944 

2363* 

G? 321 

5897 



75 58> 

>945 

2D 81Q* 

43 >>3 

7.565 

13 oia 

18578 

1,02 786 

Total 

23 t8i 

1,10434 

13 1G2 

13 012 

1S578 

1,78.367 


♦Figures very incomplete 






There were, of course, other evacuations by air in 1942, and 1943 > 
and many others in. the subsequent >ears which were not recorded 
It IS estimated that probably over '2,00,000 evacuations by air took 
place during the Burma and South East Asian Campaigns Through* 
out these operations only three aircraft are known to have been 
involved m accidents whilst carrying casualties A Dakota aircraft 
crashed whilst taking off at Ramree Island, but no senous injury 
resulted to the casualties A second Dakota aircratt carrying twenty- 
four West African casualties from Arakan to Comilla was lost with 
all personnel during a monsoon storm The details are not known 
A third Dakota aircraft, about to take off loaded with casualties, was 
shot at by Japanese gunners who had conce ded themselves at the 
penphery of the airstrip at Meiktila Some of the casualties were 
killed and others wounded again within twenty-four hours of their 
onginal wounds 

The saving of life and of suffenng which can be directly attributed 
to air evacuation during the campaigns must be very considerable 
With the advent of this method, speed of evacuation was increased 
to an almost unbelievable extent Time spent in evacuation fell 
from weeks m 1942, to days m 1943, and finally to hours in urgent and 
specially selected cases in 1944, and 1945 In the early part of 1945, 
cases of gunshot wounds of the head were seen arriving at the No 3 
Neurosurgical Unit at Gomilla within a few hours of their being 
wounded from the 36th Bntish Division fighting on the Shweh River in 
North Burma, from the XXXIII Corps fighting to force a bridgehead on 
the Irrawaddy, north of Mandalay in Central Burma, from the IV 
Indian Corps, armoured thrust at Meiktila in Central Burma, and 
ftom the XV Indian Corps fighting at An on the Arakan Coast in 
These cases included Gurkha, Indian, British, East 
and West African troops One of the shortest times for evacuation 
observed between wounding and arriving at this unit was four hours 
m one case arriving from North Burma 

Apart from the fact that the retaking of Rangoon and Burma 
across the chain of mountain ranges which separate India from Burma 
would have been impossible without air supply and air evacuation, 
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the effect on morale of the knowledge that this was the method adopted 
for evacuation from every corner of Burma was considerable. The 
other advantage of air evacuation of casualties was that the forces 
involved in an operation were rendered more mobile as they did not 
have either to carry casualties tvith them or leave troops behind to 
protect them whilst in the hospital ; the hospital cover required in 
forward fighting areas could be reduced to a minimum, and certain 
specialist hospitals and specialist medical personnel could be con- 
centrated m one area and made available at an early date after 
wounding for a wide area of operations However, the situation in 
Burma which made all air evacuation not only possible but an 
absolute necessity was unique and cannot be taken as typical of what 
future warfare might require. The combination of complete air 
supremacy and absence of alternative routes for evacuation is not likely 
to occur frequently. 

It is not considered that absolute air command is essential for 
forward light aircraft evacuation, which can frequently be done at 
a little more than tree-top height. The possibilities of the use of 
aircraft marked with Geneva Red Cross emblems, reserved entirely 
for casualty evacuation, might go a long way toward solving the 
problem of air command. A corollary of this would be the construc- 
tion of special airstrips reserved for casualty evacuation alone and 
protected under the Geneva Convention. This would facihtate the 
strategic sitting of medical airstrips in close topographical relationship 
with the medical units and hospitals. This would be of immense 
value m countnes like Burma, where commumcations between the 
hospital and the aerodrome were often of the most primitive nature. 
Linked with the marking of casualty evacuation aircraft is the 
question of properly equipping and staffing air ambulances. These 
are important points where the attainment of maximum efficiency 
and comfort in evacuation are concerned. " 


ADMINISTRATIVE ORGANISATION FOR THE RECEPTION AND DISTRIBU- 
TION OF CASUALTIES IN INDIA COMMAND 

In the early months of 1942, during the evacuation of casualties 
from Burma, confusion resulted owing to the difficulties of transporta- 
tion and communications. All casualties coming from the Eastern 
Army were then routed via Lucknow, where it was deemed essential 
to have a full time medical officer who could supervise the control 01 
ambulance trams and the arrival and distribution of the casualtie^ 
Consequently an appointment of a DADAIS (distribution) was created 
on 9 September 1942, with his headquarters at Lucknow.^ Up to 
December 1943, DADMS (distribution) with a small clerical stafi 
was the only officer handhng the evacuation and distribution of the 
casualties from the eastern theatre. It was found that owing to the 
large numbers of sick casualties from Burma and their subsequern 
distribution according to the beds available in the Eastern Army and 
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the Central Command, control b> a single officer from Lucknow was 
difficult Consequently an additional officer was detailed in January 
to control the evacuation and was located at Calcutta Gauhati 
was also an important centre for the evacuation of casualties both bv 
ambulance trams and hospital steamers Trom May ig^a, entraining 
officers were appointed from amongst those on the staff of the local 
hospitals But this arrangement was not satisfactory as the duties 
were found to require the services of a whole time officer with the 
necessary staffs Similarly an officer was required at Dandkhandi 
to take charge of the eaacuation of casualties by rail and n\er and the 
administration of the ambulance trams and hospital steamers operating 
to and from that station Moreover, in order to control and co ordi- 
nate the evacuation of casualties to Chittagong and Dohazan b> 
road, rail, sea, nver and air, and their onward journey to Calcutta 
an officer had been working in the 354 Sub Area Expcncnce of 
medical evacuation and distnbution of casualties since Afay 1942 
had shown how essential it was to have a central controlling and 
co-ordinating organisation, especially when ambulance trains moved 
between Armies/Comrnand and within operational areas The 
change from metre gauge ambulance trains to hospital nver steamers 
and thence to broad gauge ambulance trains demanded a co ordi- 
nating organisation Although the DADMS working in Lucknow had 
controlled evacuation within the Central Command, he had no con- 
trol over evacuation within the operational areas In order to provide 
an efficient arrangement for co ordmating the movement and distribu- 
tion of casualties from the operational areas, the Medical Directorate 
considered the provision of GHQ, medical distnbution stiff to be an 
urgent necessity The orgamsation was to operate directly under the 
Medical Directorate with officers located at selected points over the 
evacuation system to control, co ordinate and arrange the distribution 
of casualties These officers were to maintain close liaison with the 
movement control formations in order to be able to advise on all 
medical matters affecting evacuation and the running of ambulance 
trains, hospital ships, hospital nver steamers etc 

The focal points in the plan of evacuation were as follows — 


Sirajganj I 

' Evacuating and transit centres 
Cox s Bazar J 

Chittagong \ _ , 

Gauhati J sorting and clearing centres 

Calcutta 1 xiT J 

Avadi J Mam co ordmating centres 

Secunderabad ”1 -d 

Lucknow I hospital reception and distribution 

Poona/Aundh/Kirkee J 


♦w decided to locate a DADMS (distribution) at Calcutta m 

the Eastern Army and another at Avadi m the Southern Army as 
senior co ordmating officers, to control all evacuation and distribution 
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of the casualties within the Army, as well as their movement to 
base hospitals outside the Army area. The two points where evacua- 
tion problems were acute were Chittagong and Gauhati, and at 
these points medical officers of the rank of major were to be posted. 
At other places mentioned above a SC (distribution) or a lieutenant 
(quartermaster) was to be posted according to the degree of the 
importance attached to each centre.4^ The organisation designated 
as GHQ^ Evacuation and Distribution Staff was finally set up on 
12 October 1943. The detailed distribution of the staff was as 
follows : — 5 




CIO 


Ut 





5 ;^ 

1 

t:o 

a 



DADMS 

(distributio 

Major or Capt 
lAMG or RA] 

Captain non 
medical 

Lieutenant qua 
master RAM 

Staff Sergeai 
RAMG 

Sergeant 
WAG (I) 

Calcutta 

I 




I 

I 

Avadi 

I 



• • • 

I 

I 

Gauhati 

• * > 


I 



• • • 

Chittagong 


I 


• • • 

. 

« . 

Sirajganj 

* 

I 

• 

• • 



Narayanganj 
Cox’s Bazar 



I 

I 



Lucknow . 

• • • 


I 

• • • 


2 

Total 

2 

2 

3 

I 

2 

4 




With effect from 16 February 1944, GHQ^ Evacuation and Distribu- 
tion Staff was also authorised at Secunderabad and Poona. The 
staff consisted of one lieutenant (quartermaster) RAMG and two 
sergeants WAG (I) at each station. When the GHQ^ Evacuation and 
Distribution Staff was authorised, the fact that an appointment of 
DADMS (distribution) had already been authorised in the establish- 
ment of GHQ^ Advanced Echelon Assam, was taken into account 
and the requirements of the staff were accordingly reduced. By 
April 1 944, the control of the Echelon had passed to the Headquarters 
Fourteenth Army. The evacuation of casualties from the Four- 
teenth Army railheads or seaheads was the responsibility of GHQ,. 
Consequently, the appointment of the DADMS Advanced Echelon, 
Assam was transferred to the GHQ^on 20 June 1944.® In November 
1944, it was further decided to develop Dmapore, Ranchi and 
Jalahah as centres for additional large base hospitals and to post a 
GHQ_ Evacuation and Distribution officer in the rank of captain at 
each of these hospital bases. Each officer was to be provided with 
two havildar clerks, lAMC. At the same time it was also proposed 
that the existing appointments of lieutenants (quartermaster) RAMC 
at Manipur Road, Secunderabad and Poona should be replaced by 
captains (non-medical). These changes in the staff were sanctioned 
on 30 January 1945. 7 


4 F/2ooi8/H(M) 


5 F/ 2203 /H(M) 


6 F/200i8/H(M) 


7 F/ 0303 / 8 /H(M) 



reception and distribution of casualties 


299 


HEADQUARTERS HOSPITAL RIVER STEAMERS 

Another ancillary establishment to the GHQ, Evacuation and 
Distnbution Staff was the Headquarters Hospital River Steamers which 
was established at Alipore on 10 November 1943 The duties of the 
headquarters were as follows — 5 

(i) Control and distribution of hospital river steamers m the Eastern 
Army area ' 

(11) Organisation of evacuation from the field general hospitals to 
the base general hospitals 

(ill) Organisation of the replenishment of stores for hospital river 
steamers and hospital trains 

(iv) Maintenance of 1 depot of supplies from which medical stores, 
reserve rations, clean linen etc could be provided at a moment’s 
notice 

The staff authorised for the Headquarters Hospital River Steamers 
was as follows — 

Officer lAMC or RAMC 

Major I 

Captain or lieutenant i 

BORs RAMC 

Sergeant i 

Private i 

lORs lAMC 

Clerical section havildar grade HI i 

Stores section havild-^r grade III l 

Nursing section sepoys 5 

Ambulance section sepoys 6 

The plan for the evacuation of casualties from the operational 
areas was as follows — 

(I) Assafn By metre gauge ambulance tram to Gauhati, thence by 
hospital river steamers to Sirajganj From Sirajganj casualties 
were evacuated by broad gauge ambulance trams to the base 
hospitals m the Central Command, or the Southern Army, if 
necessary 

(II) Arakon From Cox’s Bazai to Chittagong by hospital river 
steamers At Chittagong cases requiring evacuation to the ba'e 
hospitals were sent by hospital ships to Calcutta, while the 
remainder were retained m Chittagong or evacuated to the 
field hospitals in the Comilla Dacca area 

At Calcutta the casualties were normally evacuated to the base 
hospitals in the Central Command but could also be sent to the 
Southern Army Overflow cases from Comilla/Dacca area were 
evacuated Narayanganj or Dandkhandi to Sirajganj by the 
hospital nver steamers 


SOUTHERN army AREA 

Linked with the above was the reception of casualties from the 
hospital ships at Madras These cases were transported by ambulance 

8F/a245/H(M) 
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trams to the hospital transit area at Avadi, where they were sorted. 
Further disposal was to the field general hospitals in the Southern 
Army or to the base hospitals at Secunderabad, Poona, or Aundh 
depending on the type of case and need for treatment at special 
centres. Avadi was, therefore, the key point in the medical evacua- 
tion system in the Southern Army. 

GHQ, ADVANCED ECHELON EVACUATION COMMITTEE 

In order that the GHQ^ should be in close touch with the evacua- 
tion requirements of the Fourteenth Army and with the headquarters of 
transport agencies, an Advanced Echelon of GHQ^ Evacuation Com- 
mittee was set up in Calcutta in May 1944. The members of tbs 
committee included the following : — 

Deputy Director Movements — Eastern. 

DADMS (distribution), Calcutta. 

Air Transport Officer — ^When casualties were moved by an. 

Sea Transport representative. 

The functions of this committee were — 

(1) to allocate ships and ambulance trains to meet the needs of 
casualty evacuation in and out of the Fourteenth Army area, 

(11) to co-ordinate the evacuation westward from the Fourteenth 
Army area by land, sea or air 

At the same time a division of responsibility between the Head- 
quarters Fourteenth Army, Headquarters Eleventh Army Group and 
GHQ, regarding the evacuation of casualties was made. The 
Headquarters Fourteenth Army was made responsible for : — 

(1) distribution and movement of casualties by rail, road, and river 
to Sirajganj and Chittagong. 

(n) movement of coastal craft south of Chittagong. 

(ill) air movement in and out of the Fourteenth Army area The Head- 
quarters, Fourteenth Army, however, was required to give prior 
information, m case of evacuations to the air fields m India Com- 
mand to the Advanced Echelon Evacuation Committee , 

(iv) formulating demands to Advanced Echelon Evacuation Committee 
for evacuation by sea from Chittagong 

(v) providing movement facilities when specially required to enable 
the GH^ to move casualties en route Dacca — Chittagong for sea 
movement ex Chittagong , 

(vi) making arrangements to meet peak periods of evacuation. 

Headquarters Eleventh Army Group was responsible for : — 

Submission of periodical forecasts of casualties to the GHQ, m 
order that adequate distribution and movement arrangements 
could be made. 
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GHQ,\ms responsible for — 

(i) distribution nnd inoscmcni of casinltics b) sen, mi, roid Tiid 
river c\ Sir'ijg'inj nnd Dicca ind b> ml ind iir SMtbin Indn 
Command , 

(a) allocation of the ncccssar) mosement faciiitics and capicu> on 
the ml and riser lines of comnuinication to enable (he rourtccnlli 
Army to carr) out its responsibilities 

B> June 194.J, the Headquarters rourtccntli Arm> had assumed 
ndmimstrativc control of tlie following — 

(I) AH metre gauge arnbiil incc trams in their irci 

(II) Headquarters Hospital River Steamers 

(at) All hospital ri\ cr steamers 

(u) GHQ, Evacuation and Distribution Staff at Gauhati (since 
translcrvcd to Manipur Road) CoVs Baraar and Chittagong 

control points in evacuation 

When patients were evacuated b> ambulance train from the 
transit hospitals m Sirajganj, Calcutta and Madras the ambulance 
tram was routed to a location where a group of hospitals was situated 
and not to a specific hospital On the arrival of the ambulance 
tram at its destination, patients were distributed to the appropriate 
hospitals according to each patient’s disabiht), under the arrange- 
ments made by the local administrative medical oHiccr In most 
cases the ofiicer commanding the tram was not aware of the particular 
hospital to which any patient earned by him had been admitted 
This resulted m incomplete documentation m respect of the sicX 
and wounded personnel evacuated from ALFSEA In December 
1944, the three focal points through which the casualties evacuated 
cx-ALFSEA entered the evacuation system in India Command were 
Sirajganj, Calcutta and Madras Patients arnvmg at these stations 
were admitted to the transit hospitals — No 67 IGH(C), No 119 
IGH(G) or No 18 BGH and were disposed of as follows — 

(0 Sirajganj and Calcutta British patients were evacuated by imbu 
lance trains to the Ranchi group of base hospitals, Indian patients 
to the Dmaporc, Fyzabad, Luclcnow, Moradabad, Bareilly and 
Dehra Dun group of base hospitals and East African and "West 
African patients to East/West African hospitals at Aundh 
(u) Madras {Avadt) Indian and British patients were evacuated by 
ambulance trains to the Secunderabad group of base hospitals 
Later the group of hospitals at Bangalore was also utilised East 
African and West African troops were evacuated by ambulance 
tram to East African and West African hospitals at Aundh 

Certain British patients who required evacuation to the United 
Kingdom were sent by ambulance tram from Ranchi or Secunderabad 
to Poona for admission to the transit hospital 

<1 consisting of two sergeants, from the Headquarters 

oecond Echelon AEFSEA, Jhansi, were established at the evacuation 
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points at Sirajganj, Calcutta and Madras and the distiibution points 
at Dinapore and Lucknow for Indian troops, Bangalore (Jalahah 
camp) and Secunderabad for Indian ^ind British troops, Ranchi 
for British troops and Poona for evacuation of British troops to the 
United Kingdom. The sergeants were attached to the staff of the 
medical distribution officer. 

At the evacuation points each of tire two sergeants from the Head- 
quarters Second Echelon ALFSEA took up control point duties for 
the echelon. They were required to prepare nominal rolls in quad- 
ruplicate showing particulars and parent units of all personnel 
evacuated to India. Three copies of this nominal roll were handed 
over to the officer commanding the ambulance train. The sergeants 
at distribution points received the nominal rolls in tnpheate from the 
officer commanding the ambulance trains, where the name, or number 
and location of the hospital to which the patient Avas sent was entered. 
These completed nominal rolls in duplicate were sent to the Second 
Echelon ALFSEA. Thus a complete record of the movement of 
casualties from the operational area to the base hospitals was 
maintained. 

ROUTES OF EVACUATION AND EVACUATION POLICY 

By 1944, the lines of evacuation from the Fourteenth Army were 
as follows : — 

fi) Southern Route • 

(a) By hospital ship or tiansport fiom Chittagong to Calcutta , 

(b) By ambulance tiains fiom Comilla to Dacca , 

(c) By hospital ship, during ccitain periods of monsoon, from 
Chittagong to Dacca (Naiayanganj). 

(11) Mo)tfiern Route * 

By river steamers fiom Gauhati to Dacca 

In February 1944, the general policy laid down for the evacuation 
of casualties, from the southern area in the Fourteenth Army was that all 
the sick and wounded likely to recover within three months weie to 
be evacuated to Dacca, while cases not likely to recover within 
three months were to be evacuated from the Fourteenth Army direct to 
Calcutta for subsequent evacuation to the Central Command. 

In the northern area, cases likely to recover in three months 
were to be evacuated from Gauhati by river steamers, (capacity of 
each approximately 100) to No. 75 IGH(C), Sirajganj. 

Cases arriving at Dacca were to be distributed to the hospitals 
under arrangements made by the Senior Medical Officer, Dacca 
and SC (distribution). Evacuation from Dacca was by hospital 
rivei steamers from Narayanganj* to No. 75 IGH(C) at Sirajganj. 
From Sirajganj evacuation was by ambulance trains to the hospitals 
m the Central Command. 

For cases ex-Fourteenth Army, No. 75 IGH(C), Sirajganj, 
acted solely as the transit hospital. These cases except those unfit 
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to stind 'i journey to the CcntrTl CommTnd were not, Tt that time, 
admitted to hospitals m the Eastern Command This step avas consi- 
dered important m order that the hospitals in the Eastern Command 
should be kept as empty as possible to provide sulEcient beds for cases 
from nver steamers from both the northern and southern routes 
pending evacuation by ambulance trams 

In Calcutta cases from Chittagong were received at No 47 
BGH (400 beds) and IMH Aliporc (400 beds) These beds were 
maintained solcl> for cases in transit 

As regards the Eastern Command, the medical arrangements were 
self-contained as far as hospital prov ision for the troops in the com- 
mand was concerned However, the folloiving types of special cases 
were evacuated to the Central Command 

(i) sick T.nd wounded recommended category C 2 or E, 

(u) orthopaedic cases and those requiring nitificial limbs, 
hu) any other spccnl tjpes of cases for which treatment at a base 
hospital was essential 

By April 1944, the final arrangements for the evacuation of 
casualties were that SFAG vvould be responsible for all evacuation 
forward of railheads, both in Assam and Arakan, and for cv acuation 
by sea forward of Chittagong Arrangements for the cv acuation of 
casualties to India from overseas theatres were similarlv the res- 
ponsibility of SEAC who placed demands for the necessary hospital 
shipping through GHQ^ m accordance with the requirements of the 
operations planned 

GHQ^jon the other hand, was responsible for the operation of all 
ambulance trains, including metre gauge trams east of the Brahma- 
putra, and the control of the hospital nver steamers on the Brahma- 
putra and all hospital ships 

On the sc lie of 200 patients per broad gauge ambulance tram, 
it was estimated that one and a half trains per day would be required 
The turn round between Lucknow and Calcutta or Sirajganj was six 
days and thus mne trams were required for this task 

For further distnbution of casualties to the other base hospitals 
in the Central Command at Bareilly, Moradabad and Debra Dun an 
additional tram was required, bringing the total requirements for 
the Eastern Command and Central Command to ten broad gauge 
ambulance trains 

Forward of (he broad gauge railheads, the load was divided 
between Assam and Arakan It was estimated that 150 patients daily 
might have to be evacuated from each of these two fronts 

/Ijjom The hospital river steamers plying between Oauhati 
and Sirajganj were each capable of taking 100 patients Thus one 
and a half steamers were required every day The turn-round on 
this route w as five days It w as calculated that a total of eight steamers 
was required In April 1944, five steamers were provaded By the 
end of the war the total number of nver steamers provaded was twelve 
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Fonvard of Gaxiiiati e%*acuaiion \\'as by metre gauge ambulance 
train from Manipur Road ^vilicll entailed a t^vo dap" mm-round. 
Each metre gauge ambulance train took ico patients so that five 
ambulance trains -were required even,' 4. days. 

Arakcr. : From Chittagong it ^\a.s necessan' to e\'acuate 150 
patients daily by sea to Calcutta. The turn-rotmd on this trip Asas 
6 days, so for tins task three hospital ships t\ith an average capacit}' 
of 300 tvere required. In April 1044, the ships a\'ailable ■svere Jilelchkor 
Tmcb (capacity 300k llh-R'/rA (capacit}* 250). Hw-F'.vA however, 
could not operate during the monsoons. Isletre gauge ambulance 
trains for the Arakan firont "were required on the route Doharari 
(railhead) — Chittagong — ComiUa — Dacca for the eracuation of 
casualties to tlie field general hospitals. It was estimated that four 
trains tvere required. At that time six meter gauge trains tvere opera- 
ting east of the Brahmaputra. One of these trains was later moved 
to Southern Army. 

Orcrsccs TTicafrcs : Casualties from the Middle East and Persia and 
Iraq Command ^\■ere received in India either at Karachi or Bombay. 
In the former case the base hospitals at the port ^vere sufiicient for 
the requirements, and it \s'as xmnecessar}' to proride ambulance trains 
to meet tlie hospital ships. 

Casualties arriring in Bombay required transportation to the 
base hospitals in Poona or Deolali. One ambulance train xvas 
required permanendy in Bombay — Poona area for this task and other 
internal requirements. 

The main port of disembarkation for the cases arriring from 
SEAC was ^Madras, from xvhich point casualties xvere distributed to 
die base hosoitals in Secunderabad and Bansalore. 

A O 

A transit hospital of i.aoo beds had been established at A\adi, 
twelve miles from Ivladras, for the reception of those cases too ill to 
proceed further and to act as a resercoir in the event of a large number 
of casualties haring to be disembarked at short notice. Fmtiier, an 
additional site for a 600 bed hospital at Aiadi ivas also prepared to 
proride for additional transit acconmiodation to meet the require- 
ments of a particular operation. 

The turn-round of ambulance trains between Madras and 
Secunderabad i\'as three dax-s and betw'een Madras and Bangalore 
thirt}'-six hours. It iras estimated that seven ambulance trains 
would be required for transporting the casualties from the Southern 
Armv. 

The total broad gauge ambulance train requirements for India 
x\ere ten for the Eastern Command and Central Command and eight 
for the Southern Army mcluding internal requirements. 

In April 1 944, there were only twelve broad gauge ambulance 
trains in India. By July 1945. the number had increased to thirt}'- 
tliree.5 
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B\ M'l) 194^1, the sjstcm for the cvicuitjon of cisuMtics Incj 
been stabihsed and arrangements nerc made in the Eastern Command 
for the treatment of the Fourteenth Army eases Iikcl> to rcco\cr 
wthin eight \NCcks, at the Dacca group of hospitals 

Cases unlikely to recover vvithin this penod v\crc evacuated to 
the Central Command through the transit hospitals mentioned 
below — 



Indian 

troops 

British 

troops 

Total 

Sirajganj, No 67 IGH(C) 

500 

200 

700 

(crisis 

expansion 

1,000) 

Calcutta, IMH Aliporc 

500 


500 

No 47BGH 


500 

500 

Total 

1,000 

700 

1,700 


The pnmar> factor that operated in the evacuation of casualties 
throughout v\as that the care and welfare of the individual was of 
first importance These considerations were, however, conditioned 
by operational requirements and the maintenance of manpower 

The policy by 1945, was that all cases likely to be available for 
return to duty at an early date v^crc to be retained in the Eastern 
Command and later m the Lines of Communication Commands All 
chronic eases and those requiring prolonged treatment were rapidly 
evacuated, if fit to move 


SORTING POLICV 

To facilitate sorting, cases were divided into seven classes 
The success of any evacuation and distribution system rests on 
the efficient sorting of cases at the very commencement and at all 
stages throughout the chain of evacuation Therefore in every 
medical unit treating pauents one medical officer was appointed to 
choose cases for evacuation Where they existed, the officers in charge 
of medical and surgical divisions, and, m their absence, medical and 
surgical specialists, were selected for this duty 

In January 1945, the Headquarters ALESEA laid down that 
casualties likely to be fit to rejom their units within twenty-one days 
should be held m the forward field medical units, i e , field ambulances, 
CCSs, MFTUs, elc As stated abo\e m the advanced base hospitals 
cases were held up to three months Casualties not likely to get well 
within three months were evacuated to the base hospitals in India at 
the earliest opportunity *' 


Transports raised during the war for the evacuation of casualties arc shown m 
Appendix ^Vlli Classification by types of disease injury and hospital and transport 

facilities provided are shown m Appendix XIX L/i/i/H(M) 

" r/8902/5/H(M) 



CHAPTER XIV 


Hospital Accommodation 

EVOLUTION OF THE HOSPITAL SYSTEM FOR INDIAN TROOPS 

Prior to 1906 the treatment of Indian soldiers %vas carried out 
in regimental hospitals. Under this system the treatment of patients 
was organised locally 111 non-dieted regimental hospitals. The medical 
staff generally consisted of one medical officer, one sub-assistant surgeon 
a few ^vard ordeihes and followers drawn from the combatant units. 
Over-all control "was vested in the officer commanding the regiment. 
These regimental hospitals were m no respect adequately eqmpped 
or self-contained ; the scale of furniture and equipment was veiy 
meagre and hospital clothing was not provided. The patient brought 
his own bedding Rations were obtained from tlie unit and were 
supplemented by such medical comforts as wepe specially ordered for 
him. These hospitals ivere not only comfortless in the extreme but 
also there were many shortcomings as regards furniture, eqmpment, 
etc,, which prejudiced the success of treatment very seriously. In short, 
the regimental hospital was just a name for a glorified medical inspection 
room. This system of treatment ivas lirmted to the Indian soldier 
only. The British soldiers were treated in relatively well equipped 
station hospitals. 

Proposals for the introduction of the station hospital system 
were put up in 1880, 1883, 1886 and 1891. These were 
rejected either on account of their impracticability or for financial 
reasons. It was felt at that time that station hospitals were not suited 
to the Indian troops It was not until 1 906, that combined regimental 
hospitals for Indian troops were introduced. This was a compromise 
designed to make good the defects of the former system while at the 
same time maintaining its essential features. The sick ivere thus 
treated in a cential hospital under regimental arrangements. 
Administration was placed under a senior regimental medical officer 
but the disciplinary control over medical officers and subordinates 
remained, as before, in the hands of the officer commanding the regi- 
ment This organisation resulted in anomalies, as at times the medical 
officers doing duty at a station might all be very junior in rank, while 
at other times all might be senior medical officers. It afforded no 
opportunity of ensuring that the most capable officers were selected foi 
the higher and more responsible positions. It was not economical in 
respect of personnel or equipment, since each regimental hospital was 
separately maintained. 

In 1910, a committee was appointed to re-examine the question 
of the hospital treatment of soldiers. This committee recommended 
the abolition of the regimental hospital system, the raising of an 
Indian Army hospital corps and of a corps of ward orderlies to take 
the place of regimentally enlisted men. The Government of India 
after considering the proposals carefully expressed their inability to 
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accept them for financial reasons The question of giving effect to the 
recommendations of this committee was again raised in igiiz, but no 
decision had been reached when AVorld War I broke out in 1914, 
and Its further consideration was postponed 

During World War I, 53,270 hospital beds v.ere provided m 
India This number included 660 beds for officers, 31,820 for Indian 
troops, 20,790 for British troops In addition 2,440 beds for an 
entenc'convalescent depot were provided ’ 

As a result of the report of the Mesopotamian Commission, and 
at the instance of the Secretary of State, the question of introducing 
the station hospital s> stem for Indian troops was once more considered 
towards the beginning of 1918 and the system was finally introduced 
in the Indian Army with effect from i December 1918 * The mam 
changes effected by the introduction of this system were bnefly as 
follows — 

(1) The abolition of regimental and followers’ hospital and the 
substitution, m each station, of a station hospital in which all 
Indian personnel, both troops and followers, who were sick in 
a garrison were treated 

(n) All hospital arrangements for Indian troops and for regimental 
ind departmental followers ■were brought under one adminis- 
trative control which was exercised by the officer commanding 
the Indian station hospital Officers of the IMS, who comman- 
ded and administered the hospitals, sub assistant surgeons and 
subordinate hospital establishments were no longer attached to 
Indian regimental units but formed part of the establishment 
of the hospital' Officers commanding all first class and a 
few specially selected hospitals of a lower class were appointed 
by the DMS in India Commanding officers of the remaining 
hospitals and seconds in command of all first and second class 
station hospitals were appointed b> the DDMS 

fill) The hospital establishment was recruited by the officer com 
manding the hospital instead of being passed through regimental 
channels 

{ivl The sick in hospital were provided with the hospital diet by the 
State In addition to the ‘ extras ’ that were formerly provided, 
they were also given appropriate clothing and bedding 

(v) The effect on an IMS officer was that instead of his being one 
of the officers of a regiment, he was then an officer m what was 
developing into a ** corps ” 

(vi) The general effect was the more efficient treatment of the sick 
m a central hospital, better staffed and equipped, and with an 
organisation suited to the conditions which prevailed in war 

To facilitate the distinction between hospitals for the Indian and 
BnUsh troops, those for the former were called Indian station hospitals 
while those for the latter were styled Bntish station hospitals 

In all 148 station hospitals were established m the whole of 
India including Burma These compnsed 64 first class, 13 second 

•A/5/39/H(M) A/ 7 / 38 /H(M)andA I (I) 1343/1918 
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class, 1 8 tliird class, 19 fourth class and 34 fifth class hospitals. Glassi- 
fication ivas based on tlie total strength of the Indian tioops and fol- 
loivers forming the garrison : — 

First class : for 3,000 and over. 

Second class : for 2,000 and over. 

Third class : for 1,000 and over. 

Fourth class : for 500 and over. 

Fifth class : for under 500. 

INDIAN FAJULY HOSPITALS 

In the year 1928/1929, Indian child and welfare centres and 
family hospitals ^\•ere established by a number of units of tlie Indian 
Army. The only assistance provided by tlie Government to tliese 
hospitals tvas tlie prolusion of drugs and diessings from Indian station 
hospitals. All otlier expenses ivere met from private subscriptions, 
giants and donations. These hospitals ivere established under the 
Indian Army JS'Iateinity and Child W^elfare Scheme, which is^as in 
operation at tliat time. The idea of ci eating Indian mihtary families* 
hospitals or rather -wards, attached to Indian station hospitals on lines 
identical to those existing in tiie institutioiis for ivomen of British 
units, was for tlie fiist time suggested in October 1929, by Biigadier 
Donald Robertson, DSO, of die gtli (Jliansi) Infantry Brigade, to 
the then C-in-C. 

The C-in-G took a keen interest personally in tlie suggestion 
and the establishment of a child ivelfare hospital for the families of 
Indian ti'oops at Peshaivai' ivas sanctioned on 15 Januaiy 1930. A 
poition of tlie old Indian militaiy hospital was allotted for this 
purpose. The geneial scheme of establishing family hospitals could 
not, however, progress speedily. The main consideration ivas the 
expense, especially at a time (earh'- thirties) ivhen the financial posi- 
tion of the country' is'as not very sound What ivas actually done ivas 
to increase the number of female sub-assistant surgeons fiom 6 to 12, 
and tliese i\ ere posted to units which had established a family hospital 
on tlieii ois-n initiative .3 

0 

EXPANSION DURING ^VORLD ^VAR H 

By August 1939, tlie total number of authoiised hospital beds ’ 
was 6,077 for Indian tioops and 5,044 for Biitish troops, including 840 
beds for British families. Even in the eaily stages of the Avar tlie 
responsibilitv of the medical senices for tending the sick and ivouiided 
had assumed a foini far out of propoition to their 1101 nial peace time 
comniitments. The reception and treatment of the casualties from 
overseas forces, based on India, and medical cover for the expanding 
gamsons in India had to be catered for. Limited transpoit facilities 
and the A'ast size of India complicated tlie problem further. It could 
be soh'ed only by providing hospital beds on a laige scale. IVastages 
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from malana alone demanded a large number of hospital beds 4 
In the imtial stages the urgent need for hospital beds was 
met by an almost uncontrollable gro\sth of the peace time garrison 
hospitals throughout the countr>, especially in Bomba> and Poona 
(Southern Army) This started a \acious circle as personnel were 
required for station hospital expansion, which interfered with the 
raising programme of the urgenUy required field medical umts, and 
this in turn involved further expansion of the garrison hospitals 
It wras, therefore, imperative that proper plans be drawn up for the 
hospital treatment of casualties from ov erscas theatres and from the 
expanding gamsons in India 

The hospitals required in India were for the following 
purposes — 

(i) Peace hospitals, primarily intended for the treatment of the 
normal sick of local garrisons These expanded their beds pan 
passu with the expansion of the gamsons which they served, up 
to a minimum of 3 per cent of the strength of Indian and 5 per 
cent of the strength of British troops 
(u) Field general hospitals were provided for every formation in 
India or raised m India on a scale to deal with all the sick and 
battle casualties which required not more than three months’ 
hospital treatment These were provided at ro percent of the 
strength of the force, in accordance wath the Field Service Regula 
tions Experience in the Middle East had shov\n that provision 
of 10 per cent for forward troops and 8 per cent for the L of G 
and base installations was adequate This percentage catered for 
both sick and battle casualties In the later stages hospital 
accommodation for the field force was also provided m the field 
hospitals, beach medical units and MFTUs 
(in) Base hospitals were formed to treat the sick and wounded, re 
quiring over three months’ hospital treatment, Indian troops of 
all formations whether operating m India or overseas, and for 
British troops of the formations operating in India or operating 
outside India but based on India Up to the end of June 1942, 
the scale adopted for the provision of base hospital beds was 3 
percent of the total strength for Indian and 4 percent for British 
troops Later expenence in war had shown this to be over gener 
ous A bed percentage of ri per cent of the overseas force plus 
i per cent for internal gamsons in India for Indian troops and 2 1 
per cent of the overseas forces plus Jper cent for internal gamsons 
in India for British troops was considered adequate The 
lower figure for Indian troops was due partly to their lower sickness 
rate in the tropics and partly to the more speedy disposal of those 
invalided out of service 

(iv) Hospital accommodation for the RAF, lAF, RIN and RN was 
povided on a scale which varied from time to time in peace 
hospitals, base hospitals and other types of field medical units 

(v) Hospital cover for the labour employed on militarv protects 
in peace and field hospitals 

(vi) Hospitals for the POIV 
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(vii) Convalescent depots were also required for such personnel as 
were fit to be discharged from the hospital but were not yet fit 
to rejoin their units. 

Up to the end of 1941, the procedure was comparatively simple. 
Peace hospitals dealt only with the sick in their stations ; field general 
hospitals were raised while their divisions or independent brigade 
groups were forming and accompanied their formations overseas 
and base general hospitals remained in India and only received 
casualties which were brought from the forces overseas. Early in 
1942, the situation altered m two respects : — 

(I) The serious and progressive deterioration in medical recruitment 
set back the programme of providing field general hospitals and 
other non-divisional medical units, 

(II) With Japan adopting an aggressive attitude it was realised that 
the formations might have to operate within or just outside the 
boundaries of India. 

In view of this it was visualised that every military hospital in India 
might have to receive casualties from the battle areas in or near India, 
while the base hospitals would continue to receive casualties from 
overseas. Consequently it was decided' that the peace hospitals 
throughout India should supplement the field general hospitals. 
Hence the plans then drawn up for the hospital treatment of 
casualties were as follows . — 

North Western Army 

Casualties were to be treated in the military hospitals in the 
area. 

Eastern Army 

Surplus casualties were to be evacuated to the Central Command. 
Southern Army 

Casualties were to be dealt with by the base general hospitals 
in the Bangalore and Poona-Kirkee-Ahmednagar areas. 5 

This broad basis of planning was followed throughout the war. In 
1944, sufficient beds were not available to meet the requirements of 
the Indian troops m India, and consequently there was very consider- 
able overcrowding in the garnson hospitals. The base hospitals for 
Indian troops were full and had the military situation not improved 
the mihtary medical services would have been hard pressed indeed. 
Occasionally there were empty beds m some of the large hospital 
towns but on account of the distances involved their use was limited. 
Further a military hospital of 1,000 bed capacity could not adequately 
treat 1,000 patients under normal conditions In actual fact the 
hospital staff was fully occupied if the hospital was filled numerically 
only up to 70 per cent, of its capacity. The reason was that military 
hospitals, with a few exceptions, were ‘ general purpose ’ hospitals and 
had, of necessity, to provide separate accommodation for officers, nursing 
officers and Indian and British other ranks. In addition, special 
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(A) Hospitals 

I. Base general hospitals 

Field general hospitals i ,600 

Section general hospitals 100 
Indian beds with 
British general hospitals 

II Total 1,700 

III. Field hospitals and 
beach medical units 

IV Malaria forward treat- 
ment unit 



V. 

Garrison military 
hospitals 

6,077 

). (b), (c), (d) and (g) 
August 

)November andSeptember 
) July. 


Total 

1 , 1 T 1 



Grand Total (i) 

12,821 


(B) 

Convalescent depots 

500 

*Includes 250 beds for 
officers 

tincludes 450 beds for 
officers, twenty for women 
officers, and eighty for 
women other ranks 


Total (2) 

500 


(C) 

POW hospitals 

Beds for administration 
and guards 

Beds for POW 




Total (3) 

Grand total, (i), (2) 

and (3) . 13,321 


Note — ^These figures do not take into acco 
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accommodation had to be put aside for the treatment of certain 
diseases such as dysentery, mental or infectious diseases, etc, where 
special precautions and accommodation were necessar> It is 
obviously impossible to plan that at a particular time every one of 
the special departments of a hospital shall be filled by the correct 
number of patients It can happen that when several sections are half 
empty several others can be overcrowded Further in India the 
extent, to which the seasonal incidence of disease and consequently 
the hospital requirements vary is considerable The medical plan 
had, therefore, to be designed to cover the penods ol maximum disease 
incidence, which occurred in the months of August, September and 
October G 


accommodation 

Another difficulty in the provision of hospital beds was accom- 
modation Standard designs for hutted and sheltered construction for 
all hospital buildings were constantly under revision Two factors 
continuously affected the provision of satisfactory accommodation for 
all troops 7 

(j) Many hospitals during the war were built m times of emergency 
when the desired material, other than what was locally available, 
wa.s almost non existent, and owing to urgent demands for work 
and the short supply of material it was not possible to rebuild 
those hospitals 

(ii) The demand for proper accommodation was so urgent as to 
necessitate construction while the hospital ivas under canvas 
at the same site and the work could not be delayed till the 
desired building material was available 

The type of accommodation used for the hospital m India was — 
Hospital buildings proper, i e , pre-war construction 
Hutted accommodation, t e , war time construction 
Permanent pre war barracks accommodation 
Basha construction 

Other buildings, e g , schools and other institutions etc , 

Tents 

Military hospitals in India dunng 1939 45 were called upon 
to treat approximately 45,68,393 sick and wounded from the greatly 
expanded Army m India and the overseas and from the forces arnvang 
m India and the east The number of patients evacuated from the 
field units to the hospitals m India was over a quarter of a million from 
the eastern theatre and approximately 40,000 from the Middle East 
and Persia and Iraq Command ^ledical arrangcmenls were also 
made for approximately 70,918 PsOW^S and internees To accommo- 
date all these casualties and sick PsOW nearly 1,97,539 hospital beds 
were provided, as shown m the table appended 
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This total is in astonishing contrast to the number of civil 
hospital beds, which was less than 73,000, provided for the whole 
population of British India at the time. This large increase in the 
provision of beds and medical assistance resulted m the expansion of 
the various categories of hospitals in India. 

PEACE MILITARY HOSPITALS 

The provision and sanction of hospital beds for the garrisons in 
India was the responsibility of the Medical Directorate, GHQ^, till 
May 1,942. But this centralisation of authority could not facilitate 
the expansion of the static hospitals. Consequently, in May 1942, 
authority was delegated to the GOGs-in-G Armies/Commands, for 
the duration of the war, to provide locally, within their powers of 
sanction, extra hospital beds on the scale of 3 per cent, for the total 
garrison strength for Indian troops and 5 per cent, for British troops 
and to cater for any increase in the garrison strength by expanding 
the existing hospitals wherever possible, or by constructing new 
hospitals if necessary. They were also authorised to build for future 
needs provided the cost was not above one lakh of rupees, in which 
case the proposal had to be referred to GHQ^. This authority, how- 
ever, did not embrace hospitals established to receive casualties under 
the defence scheme or hospitals for special purposes.9 ^ 

In August 1942, owing to the acute shortage of medical person- 
nel and the difficulty in recruiting them, it was found necessary to 
amalgamate certain selected BMHs with other hospitals, especially 
with the BGHs from the United Kingdom, in India. By this 
means it was hoped to eliminate duplication of staff in the same 
station. 

The officer commanding the incorporating hospital was made 
responsible for, and had under his control, all the hospital arrangements 
for the British troops in the area. He was also responsible for staffing 
the two hospitals to the best advantage.'® 

In July 1943, a review of the hospital accommodation in India 
was carried out to determine the extent to which both the internal 
and external commitments could be met in the event of the field 
force being involved in operations outside India Estimated require- 
ments then were 35,270 beds for Indian troops and 5,839 for Bntish 
troops. Actual beds available at the time were 36,599 for Indian 
troops and 9,496 for British troops. Thus there was an adequate 
margin of beds for British troops but the total of beds for Indian 
troops was only slightly more than the basic lequirements.” 

At the same time a revised war establishment for station 
hospitals was also issued ; these were then designated garrison nuhtary 
hospitals. Moreover, the names ‘ Combined Indian Military 
Hospitals ’ and ‘ Combined British Military Hospitals ’ were applied 
to the hospitals with both Indian and British v/mgs, the appellation 
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depending on the greater numcncal strength of a particular wing 
But if the two wings were of approximately the same size the hospital 
was named ‘ Combined Military Hospital ' These distinctions were 
likely to cause confusion, particularly when expansion might affect 
only one of the wings Consequently all combined hospitals were 
then designated as ‘ Combined Military Hospitals ’ irrespective of 
the relative sizes of the two wings 

In August 1943, the difficulties inherent in leaving the control 
over the expansion and modification of the hospital accommodation 
to the GOCs m C were realised It was felt that the alterations were 
so frequently made that it was difficult to know precisely the authorised 
bed strength of any hospital at any tunc This caused considerable 
inconvenience to the Medical Directorate which could not be in 
possession of information of vital importance for the purposes of 
planning The Medical Directorate was also faced with demands for 
staff and with a senes of disconnected proposals for expansion, each 
considered on its local ments, on the ground that these could not be 
provided from the resources of the Army /Command It was, there- 
fore, considered necessary to reinvest the Medical Directorate with 
the ultimate control of the size of the garnson hospitals 

Armies/Gommands were further directed to notify the Medical 
Directorate whenever action was taken to form a new garnson 
hospital or to make alterations in an existing one under the authonty 
vested in the GOC-m-G m May 1942 It was also emphasised that 
the static and permanent garrisons m India should have an adequate 
provision of beds in garnson hospitals The base general hospitals 
were not to be utilised to meet these requirements without the explicit 
sanction of GHQ^ as othenvise sufficient beds were not expected to 
be available for war casualties in the base hospitals when these might 
be called upon to assume their proper role With regard to non-static 
troops the pnnciple was that these should normally be treated m the 
field general hospitals _ 

The exigencies of the war led to a continuous increase in the 
bed strength of garnson hospitals 

Till March 1944, hospital accommodation for static troops in 
India, m general, continued to be provided on the basis of 3 per 
cent for Indian troops and 5 per cent for Bntish troops In the 
Eastern Command and the Fourteenth Army, however, it was found 
necessary to raise the scale to 4 per cent and 6 per cent respectively 
or even to 5 per cent for Indian troops and 7 per cent for BnUsh 
troops in certain stations, on account of a high sickness rate mainly 
due to malana Moreover, there were indications that this scale might 
have to be extended to other areas, especially in the Central Command 
and Southern Army, where normal hospital provision was found to be 
inadequate to meet the rush of casualties during the peak periods of 
sickness, or owing to their being important points m transit But 
the increase was limited to the provision of additional accommodation 
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and equipment and did not include staff. It was estimated that an 
additional 14,000 beds for Indian and 5,000 for British troops would 
have to be provided by the end of the year. A greater part of these 
beds was to be provided by expansion in existing hospitals . '3 

In September 1944, it was estimated that the requirements of 
garnson hospital beds would be 33,690 for Indian troops and 7,230 
for Bntish troops (excluding RAF). Some surplus beds for both 
Indian and British troops were available. But, m view of the large 
number of hospitals involved, and the fact that the garnson hospitals 
in some stations were frequently called upon to accept casualties from 
the troops in transit, it was felt that it would be impracticable to effect 
any reductions. The actual number of garrison hospital beds avail- 
able throughout India represented, in fact, a bed cover at slightly 
more than 3‘5 per cent, a figure which was not considered to be 
excessive. Moreover, of the 43,658 beds for Indian troops available 
in the garrison hospitals throughout India, approximately 41,000 
were occupied.'^ 

By 30 June 1945, become necessary to obtain sanction 

to raise the provision of hospital accommodation to 4 per cent for 
Indian troops of the garrison strength, where necessary in India 
Command with the exception of the North Western Army. ’3 This in- 
volved considerable expansion. 

The authorised number of beds in the garnson hospitals from 
August 1939, to August 1945, was as follows . — '6 

Indian Bntish Total 

6,077 5fo44 1^121 

6,606 4,876 11,482 

12,651 5,237 17,888 

25,307 6,928 32,235 

10,903 39,068 49»97* 

12,475 41,231 53,706 

J 3,496 43^658 57 d 54 

45.279 195383 64,662 

46,329 19,467 65,79b 

field general hospitals 

Field general hospitals were raised in accordance with the 
requirements of the field force. Experience had shovm that it was 
necessary to provide accommodation in the field general hospitals, 
on the lines of communication immediately in support of the field 
formations, at 8 per cent for Indian troops and 10 per cent for British 
troops. In the earlier stages of the war these units were raised as 
Indian general hospitals for Indian troops [IGH(IT)], for British 
troops [IGH(BT)] and as combined units for Indian and British troops 


August 1939 
September 1940 
August 1941 
September 1942 
Novembei 1943 
March 1944 
July 1944 
March 1945 
August 1945 
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[IGH(C) 1 , accordint; to the composition of the force Later, it was 
considered desirable that hospital accommodation should, as far as 
possible, be in the form of a combined hospital for both Indian and 
BtiUsh. troops m order that no administrative difficulties should arise 
m the reception of either Indian or British casualties Steps were 
taken in September 1943, to organise the hospitals in accordance with 
this pohev and bv March 1944., the reorganisation had been completed 
In addition to the field general hospitals raised in India for Indian 
or British troops, formations arriving from the linited Kingdom, 
East Africa and West Africa also came with their quota of field general 
hospital beds 

A total of 50,085 beds for Indian troops and 11,950 for British 
troops was provided in the field general hospitals by August 1945 

INDIAN FIELD HOSPITALS 

It was realised in the early months of 1943 that an improved type 
of staging section with a considerable degree of mobility capable of 
accommodating 100 (25 Indian and 75 British) patients and of provi- 
ding emergency surgical treatment was necessarv The unit was 
named Indian Field Hospital It as required for isolated air fields, 
remote from other medical units, and to act as a beach medical unit 
during combined operations In order to allow for elasticity and 
unforeseen local changes 50 of the British beds were also so equipped 
as to be able to take Indian troops, if necessary Four such units 
were raised on 15 June 1943, and a fifth was raised on 15 September 

1943 

INDIAN BEACH MEDICAL UNITS 

Experience gamed b> June 1944 had shown that the working 
of an Indian field hospital unit m so far as the operations on a 
beachead were concerned, was generally inadequate for the task it was 
required to perform In actual practice personnel borrowed from 
other units had to be attached to these units dunng operations The 
unit was expected to hold and treat casualties and undertake mzyor 
surgery until such time as evacuation from the beach was possible 
Further, the unit ivas responsible for all medical problems vtz , hygiene, 
sanitation, evacuation etc , ansing on a beachead Consequently, a 
new unit— the Indian beach medical unit — capable of treating 50 
Indian troops and 150 Bntish troops— ivas introduced Two existing 
Indian field hospitals were reorganised to form two beach medical units 
in September 1944 A third beach medical unit was raised on 25 
Apnl 1945 


INDIAN malaria FORWARD TREATMENT UNITS 

Of the lanous problems facing the military medical services 
malana was the most formidable Following the evacuation of Burma 

nH/3/a6/H(M) *8 F/a309/H(M) F/36ot|84/HCM) '9 



3i8 administration of medical services 

the incidence of malaria among the troops was such that despite ‘ the 
crisis expansion ’ of hospitals which was undertaken, it became im- 
possible to provide accommodation for the large number of malaria 
casualties. Statistics from the Eastern Aimy alone showed that in 
1942, 83,000 cases of malaria were actually admitted to hospital. 
During the months October to December 1942, 18,000 casualties 
were evacuated out of the Eastern Army, most of these suffering from 
malaria. Out of a total of 26,716 casualties during the period Septem- 
ber 1942 to April 1943 in Arakan, 15,435 (58 per cent.) were due to 
malaria. Treatment of malaria casualties m the garrison areas and 
on the lines of communication presented no difficulty as the patients 
were admitted to the nearest hospital. In the forward operational 
areas, however, the patient was less fortunate. He was at times, 
during the febrile penod of his illness, compelled to undertake an 
uncomfortable journey, over a difficult and lengthy line of communi- 
cation, which lasted anything up to three or four days before he could 
reach the hospital where his treatment was to be carried out By 
the time he reached the well-equipped and well-staffed unit he was 
no longer sick. He was probably exhausted because he had been 
travelling when logically he should have been in bed ; paradoxically 
when the bed accommodation was available it was no longer really 
necessary. The effect of a large influx of this type of partially recovered 
cases of malaria made the hospitals work constantly on a basis of crisis 
expansion and that inevitably led to a lowering of the standard of 
treatment which it would otherwise have been possible to provide 
for the senously sick and wounded. Moreover, when the call came 
for evacuation to make room for fresh arrivals it was the relatively fit, 
partially treated, malaria cases who were pushed a further stage to 
the rear simply because they were the men who could most readily 
undertake a further journey This process, repeated from link to 
link m the chain of hospitals, resulted m the unfortunate malaria patient 
finding himself in a stream of evacuation traffic which ultimately 
carried him hundreds of miles away from his unit. To meet this 
problem it was suggested that a new type of unit be formed to deal 
solely with the cases of malaria occurring in operational areas. The 
unit was to be called an ‘ Indian Malaria Forward Treatment Unit 
to distinguish it from a hospital. It was to be a combined unit 
capable of treating 480 Indian and 120 British patients, of operating 
as a field unit filling a role equivalent to a CCS, and of providing 
skilled medical attention together with the necessary laboratory service 
to ensure facility and accuracy in diagnosis and prognosis.’^® Four 
MFTUs were raised on i November 1943, and by February 1944? 
the number had increased to sixteen. 

INDIAN BASE GENERAL HOSPITALS 

Prior to 1939, no base hospitals were in existence in India. 
In the initial stages of the war the reception and treatment of overseas 
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casualties was arranged in the existing garrison hospitals in the Southern 
Army This, however, was not a satisfactory -arrangement is the 
camson hospitals naturally ivere not fuH> equipped to receive a large 
influx of casualties Consequent!) , to meet this need base hospitals 
were established , these were intended to serve the requirements of 
the following troops — 

(i) Field army, including both overseas and oveiland components, 
and induing British divisions which passed through India 

(ii) Balance of the Army m India, including troops required for 
frontier defence and internal security 

(ill) IAF and RAF overseas component 

(i\) Balance of IAF and RAF based on India 

These units were static and did not move out of India, and were 
provided with excellent hospital accommodation and equipment 
Their location corresponded with important rail or road junctions , 
the hospitals were large and thus economical from the point of view 
of personnel, of which there was an acute shortage Initially, six 
Indian base general hospitals (IBGHs) were established, one each in 
Poona, Deolali and Bombay on 24 July 1 940, Kirkce on i September 
1940, and two in Karachi one on 16 November 1940, and the other 
on I Apnl 1941 The overall bed strength of these hospitals was 
4,200 beds for Indian troops and 3,500 beds for Bntish troops The 
hospitals at Deolali and Bombay were later converted into garrison 
hospitals In October 1941, Maharaja of Bikaner offered to maintain 
400 beds for Indian overseas casualties but the officer commanding 
was to be provided by the military authonties The offer was 
accepted and the hospital was established in Bikaner State 

In November 1941, it was estimated that the number of troops 
m Iraq-Persia by the summer of 1942 would increase to six Indian 
and four Bntish divisions and thirty squadrons of the RAF The 
anticipated number of casualties amvmg m India from ill theatres 
of operation m any one month was calculated to be — 


Indian 

British 


I April to 
JO September 

5fin 

®»757 


I October to 
31 March 
4 > 2*3 

4.565 


It was conaidcrcd tint on an average patients would require treat- 
bc classified "'Ceks before their return to duty, which might 


Indian— One month m a hospital plus two weeks only m 1 convalcs- 

hc" iSfmaliy fit'' 

^ hospital plus one month in a convalescent 
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Based on these estimates, the situation in respect of the lequiiements 
of base hospital beds in India for all cases from overseas including 
British cases, if it were decided that India should keep them on account 
of the shipping difficulties precluding their being sent to South Africa, 
was as follows — 

Requirements Sanctioned Deficit 

Indian 5,650 5,6oo“3 50 

British . 6,750 3,500 3,250 

To provide adequate hospital cover for British forces from the United 
Kingdom a proposal was made to build a ‘ hospital town ’ near the 
village of Takwa Badrukh, eight miles from Poona, to accommodate 
7,800 beds. The scheme was called ‘ Hospital Town Churchill ’ and 
was initiated in November/December 1941 However, after preli- 
minary surveys etc., the scheme was finally abandoned in August 
1942, owing to the various difficulties involved. The situation was 
fuither reviewed in June 1942. The strength of the forces in India, 
Ceylon and Iraq was estimated to be, Indian troops — 5,83,280 imme- 
diately and an additional 2,30,000 at the end of the year, and British 
troops — 2,92,500 at that time and another 1,35,000 at the end of the 
year. For this force the estimate of the beds required was : — 



hiimedialely 

In fiiluie 

Total 

Indian troops 

Required 

9,000 

3,000 

12,000 

5,600 

Sanctioned 

5,600 


Deficiency 

3,400 

3,000 

6,400 

Bntish troops 

Required 

7,300 

3^300 

10,600 

Sanctioned 

3^500 


3.500 

Deficiency 

3,800 

3^300 

7,100 


To cover this deficiency for British troops an alternative to the 
‘ Hospital Town Churchill Scheme ’ was suggested and it was decided 
that the barracks at Poona, which were then being converted to 
provide 2,000 hospital beds, should be retained for hospital purposes 
for the duration of the war. In addition, hospital projects for 2,000 
beds at Aundh and at Secunderabad were launched. For Indian 
troops, the schemes projected in July 1942, comprised 2,250 beds m 
the barracks in Lucknow, 1,500 beds in Delhi ; and 3,000 beds to be 
provided later ^5 Consequently, in 1942 and up to July I943> 
additional IBGHs were raised and two existing IBGHs combined (C) 
were disbanded This, together with an increase of 200 British troops 
beds in an IBGH(BT), involved an addition of another 5,100 base 
hospital beds for Indian troops and 7,100 for British »troops during 
the period. 

The situation regarding the base general hospitals was again 
reviewed in July 1943. The existing beds at that time were 9,7°'^ 
for Indian troops and 10,600 for British troops Future requirements 
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x^crc csum'ilcd to be 16,250 beds for Indnn tioops niU\ 6,965 !<’«■ 
■Bnlisirtroops There nv'vs thus a surplus of beds for UntHh froops 
but those for Indnu troops ss ere deUaent b^ 6,530 In or<Icr co\ cr 
duUcficicnc\,andfor forssard plinmnt; another 2,600 base hosnjlaj 
bSs for Indnn troops and i,ooo for lintish troops were raised till 
Nosember 1943 lurthcr minor adjustments \scrc also made in 
certain base general hospitals from time to lime 


In March 1044, il uas planned to make a prosiMon of 15,200 
beds for Indian troop> and 17,065 beds for briUsh troops I he 
cxistine beds at that lime were 12,300 for ludun troops and ii>ooo 
for Bmish troops Sanction had alrcad> been accorded for 2,000 
beds for Bniisli troops at Aundli It was cslinnlcd lint this acc- 
ommodation would be completed h) April 19^^ Coiweipientt^ , the 
dcfieienci was of 2,900 beds for indnn troops and 
Bntisli troops , the latter were to he supplied from the United 
Kingdom It was proposed to locate the llntish beds at bangalore 


In September 19^4, while planning was being further earned 
out for the forces required in lOU/rn tif tbe base hospuil 

beds was again made Ihc percentage of beds for Indnn troops 
was increased from i 5 per cent to 2 per cent for the Arni> ni Indn, 
including troops required for the Ironticr defence and internal 
security The percentage allowed for the component of lAl and 
RAF based on India was o 5 per cent Requirements were estimated 
to be 23,079 for Indian troops and 15,792 for British troops Beds 
available at that time were 12,300 for Indian troops and 11,000 for 
British troops A further 2,000 beds for Indnn troops were to be 
raised and 4,600 beds for British troops were demanded from the 
United Kingdom Tlvus there was a net deficit of 7,779 beds for 
Indian troops '8 As a result of this review sanction was obtained for 
the raising of eight IBGHs(lT) of 1,000 beds each during 19||-J5 


By 15 August 1945, nine additional base hospitals had been 
raised and further reorganisation had been earned out m certain 
hospitals, which resulted m an overall addition of 8,900 beds for 
Indian troops and decrease of 550 bctls for British troops 1 bus the 
authonsed number oV base hospital beds on 15 August 19^5 was 21,000 
for Indian troops and 10,450 for British troops 


An important feature during tins penod was the partial opening 
of the ‘ Hospital Town Jalahah ’ situ'itcd in B ingalorc plateau at 
a height of 3,000 feet Ihis consisted of eight hospitals with 9,000 
beds with faciUti^es for dealing with ophthalmic, orthopaedic, neuro- 
logical, maxillo facial, skin and ENT eases Base hospitals m Poona 
were reorganised to provide 2,000 transit beds for British patients 
of ^non United Kingdom A combined hospital 

of 1,000 beds for Indian troop, and 250 beds for British troops vvas also 
rcargamsed at Aundh for the treatment of tuberculosis cas^ Bv 
31 December 1945, the Base Hospital Town Jalaliah ’ was complctcl^ 
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In the earlier stages accommodation provided for the RIN consisted 
of dockyard dispensaries and depot sick quarters. Later, sick bays 
were opened in various ports. The requirements for accommodation 
in the mihtary hospitals were limited to those requinng special 
accommodation e.g., for mental and infectious diseases, the senously 
ill or those involving speciahst examinaion. As the Army hospitals, 
due to their own growing requirements could not admit naval per- 
sonnel in large numbers, St. George’s Hospital, Bombay, which had 
admitted naval officers during the peace time placed one ward, 
designated as ‘ Naval Ward ’ at the disposal of the naval authorities 
on I July 1940. In April 1943, a RIN hospital with an initial bed 
strength of fifty was opened in Bombay ; this by 1944 had expanded 
to 350 beds . 33 In March 1944, due to the increase in the strength 
of the RN personnel for purposes of future operations which were 
then being planned, it was estimated that the following accommoda- 
tion would be required : — 


Station 

Beds 

Karachi 

40 

Madras 

30 

Cochin 

200 

Mandapam 

1 10 

Vizagapatam 

165 

Ghembur 

TOO 

Total 

645 


At Karachi and Madras the RN was to assume full responsibility by 
providing naval sick quarters. At the other stations, however, the 
requirements of the RIN were to be met by the expansion of the 
military garrison hospitals to include a naval wing, which ivas to be 
staffed by RN personnel under the general administration of the 
militar)'' officer commanding. By September 1944, the estimated 
requirements for the RN in Army hospitals had increased to : — 34 


Station 

Beds 

Date lequired 

Karachi 

100 

After collapse of 



Germany 

Bombay 

100 

October 1944 

Cochin 

280 

October 1944 

Madras 

50 

After collapse of 



Germany 

Vizagapatam 

150 

February 1945 

Calcutta 

160 

November 1944 

Chittagong 

40 

November 1944 

* the Fleet Air Arm 



Coimbatore 

12 

September 1944 

Tambaram 

30 

November 1944 

Sulur 

10 

September 1944 

Cochin 

15 

September 1944 
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In order to provide this 'iccommodation the following arrangements 
were made — 

Karachi— Beds were provided out of the authorised bed strength of 
No I IBGH(BT), Karachi 

Bombay — -Beds were made available in BMH, CoHba 

Cochin 200 beds were to be provided m the contemplated expansion 

of GMH, Ernakulam Another eighty beds were also being arranged 

Arrangements were also in hand to provide accommodation 
at the other statiom by the dates required ^Vlth regard to the Fleet 
Air Arm, beds required had been provided at Coimbatore, Cochin 
and Sulur Thirty beds required at Tambaram could be made 
available in Madras when the planned hospital expansion there was 
completed Regarding the RIN, the PMO, RIN, had stated in 
September 1944, that no further accommodation would be required 
from the resources, wath the exception of a fifty-bedded ward in 
Calcutta Arrangements were made to provide this accommodation 
in IMH Alipore Officers were to be accommodated in No 47 BGH 
In October 1944, however, it was estimated that the strength of the 
RIN by the end of 1945, would be 2,500 officers and 26,800 ratings 
Hospital beds required for these at 2 9 per cent of the strength 
for both officers and ratings were 73 and 780 respectively These 
requirements were taken into account when making provision for 
hospital accommodation for the Army 


HOSPITAL COVER FOR LABOUR EMPLOYED ON MILITARY PROJECTS 


The type of labour that was employed bv the Army and the 
arrangements which were in force for their hospital treatment were as 
follows — 

(I) fnrftan Pioneer Cmps 

Thtsc were regular Army personnel and were treated m the miUtarv 
Iiospitals The provision of hospital beds for them was made as part of the 
field force 

(II) Incitan States Labour 

This was organised m units approximately 1,200 strong The medical 

staff was provided by the states The military medical authorities provided 
a medical inspection room and a fifty bedded sirk bay, the purpose of which 
was the treatment of minor cases of illness locally m the unit lines In fact 
It served as a detention hospital In cases where hospital accommodation 
was required the patients were transferred to civil hospitals 
(ill) Cipil Pioneer Corps 


This corps was initially formed for air raid precaution duties and 
other similar purposes The strength of each unit was 1 5 officers and i ,250 
other ranks Medical arrangements were the same as for the Indian States 
Labour except that the equipment for the medical inspection room, and the 
sick bay was supplied initially by the Provincial Government and was 
subsequently maintained from Armv medical resources 


F/6aoa/iB^fM) 



326 ADMINISTRATION OF MEDICAL SERVICES 

(iv) Assam Civil Transport Corps. 

This was a purely civil corps but was used for military purposes, 
partly by the British and partly by the American services. Hospital treat- 
ment was a civil responsibility. 

(v) Indian Tea Association Labour. 

The Indian Tea Association was responsible foi all medical arrange- 
ments Medical equipment and stores were, however, provided by the 
Army 

(vi) Contractors" Labour. 

Civil labour under this category was employed by the Military 
Engineering Service. Medical arrangement were made under Military 
Engineering Service Regulations by the chief engineer in conjunction 
with the local civil and military authorities. 

(vii) Civil Labour in Ordnance Depots. 

This was normally a civil commitment. Difficulties were, however, 
expel lenced m isolated districts. 

These arrangements worked satisfactorily till the beginning 
of 1943. By that time there was a large civil labour force in Assam 
employed chiefly on works in connection with the construction of 
roads and aerodromes. Their number varied from time to time. 
In February 1943, it was approximately as follows • — 37 

India — Burma Road (new construction) 20,000 plus 23,000 Indian 

Tea Association (already 
provided for) 

Gauhati — Shillong — Sylhet Roads 1,600 

Dobaka-Lanka Road (Nowgong District) 2,000 
Various aerodromes not less than 20,000 

The sick from this labour force, especially those employed by 
the military authorities as contract labour, were not adequately looked 
after medically. The military medical authorities were of the opinion 
that the treatment of such personnel was the responsibility of the 
Provincial Governments and not of the Army. The military 
authorities, however, endeavoured to meet the medical requirements 
of the State Labour Units, but could not provide additional facilities 
except at the expense of military personnel. In April i 943 j 
estimated that the labour employed in Assam during April to Septem- 
ber 1943, would be . — 


Auxiliary Pioneer Battalions .. 42,000 

Indian States Labour Units 24,800 

Civil Pioneers 2,000 

Indian Tea Association ... 50,000 

Civil Transport Coips Porters 5 j 9 ^° 


Total 124,780 


36 Sec also page 556 37 F/6679/H(M) 
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If this were done these teachers would exert a very marked influence 
on the >oung graduates who, seeing their teachers m uniform, would 
be more inclined to volunteer for service m the Army More exten- 
sive use should be made of civil medical practitioners, as well as civil 
hospital accommodation, by the military authorities 

Propaganda The mission had interviewed many influential 
members of the Indian medical profession and were struck by the 
lack of propaganda to attract doctors to the Army They considered 
that much could be done in this direction and offered the following 
suggestions — 

(I) Recruitment committees should be strengthened by the inclusion 
of influential Indian doctors to advise on matters of recruitment 
and demobilisation Such a committee should be given details 
as to the requirements of the Army and be fully conversant with 
the terms and conditions of ser\ice offered to doctors This 
committee should remain m existence until demobilisation was 
completed 

(II) Some statistics should be prepared showing the steps taken to 
Indiamse the servace 

(ill) Guarantees should be obtained from all employ ers of doctors, 
egy railways, shipping companies, factories, , that all war- 
time appointments would only be temporary and that doctors 
who had served and were recommended by the provincial 
medical committees, as suggested abo\e, would have first consi 
deration for permanent employment 

This propaganda was to be given wide publicity 

IMS There were a number of minor, but nevertheless irksome, 
irntations to which newly joined officers were subjected and which 
contributed m no small measure to the difficulty of obtaimng volun- 
teers to the services These should be removed as expeditiously and 
generously as possible , indeed the remoaal of the more important 
was considered to be an urgent matter and the mission suggested that 
the following action should be taken without delay — 

(I) Travelling warrants or an advance of travelling allowance 
before leaving home should be issued to all doctors requested 
to join the service on first appointment 

(II) The gazetting of officers should be expedited and those who by 
Virtue of date of qualifications were eligible for ante-date should 
be permitted to jom m their proper ranks 

(m) Posting of officers to duty from the training centres should be 
more carefully earned out and officers sent to appointments for 
which they were suited 

IMD Many of these doctors were doing excellent professional 
work but their basic pay was totally inadequate and their status in 
If infenor to that to which they were accustomed in civil 

“c The mission was of the opinion that they should be granted 
ommissions in the Indian land forces as lieutenants in the Indian 
rmy Medical Corps and given emoluments which would enable 
cm to maintain their status as officers Some assistant surgeons 
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It would satisfy many of the aspirations of the Indian medical profes- 
sion, It would certainly bring in a large body of recruits and it might 
even render conscription unnecessary. 

The mission, therefore, recommended the formation of an 
Indian corps on the lines of the Royal Army Medical Corps. They 
were aware that similar proposals had previously been submitted but 
those were mainly concerned with improving the conditions of the 
officer cadre. The proposals of the mission were designed to provide 
an efficient and complete medical corps of all ranks of the Indian 
Army. Officers of the IMS were to be seconded to this corps and 
were to continue under their existing terms and conditions of service. 
All officers of the IMD with all personnel of the IHG were to be trans- 
ferred to the new corps. The permanent organisation and adminis- 
tration of the IMS, with its important civil responsibilities, was a 
thing to be settled only after the war. 


MINOR RECOMMENDATIONS 

Economy 111 Personnel * In accordance with their terms of reference 
the mission had investigated whether the best use was being made of 
such resources of medical and nursing personnel as were and could 
be made available. They came to the conclusion that considerable 
economies could be effected and much more effective use made of the 
existing personnel. This opinion had been reached as the result of 
interviews with those in authority m the provinces, both in and outside 
the service, and also as the result of their personal expenence. 

To this end they made the following suggestions :: — 

Planning : It was essential that the DGIMS should be brought 
into all military plans affecting the medical arrangements for the 
Army and complete co-operation obtained thereby between the medical 
authorities, both civil and miHtary, at the headquarters. This co- 
operation should also be extended to the military and civil medical 
authorities in the provinces 

There appeared to be a large number of civilian beds in the 
provinces which the civil medical authorities were prepared to offer 
to the mihtary for service cases. If the co-operation suggested were 
earned to its fullest extent, there could be available for mihtary 
purposes a considerable number of hospital beds, whilst a large number 
of civilian staffs could be made available to the mihtary for part- 
time services. The equipment and standard of care provided at a 
large number of civil hospitals was of a high quality and fully equal 
to that of Indian imlitary hospitals 

Civil Piofession : In many of the larger mumcipal towns in the 
provinces there was a nucleus of eminent consultants who would be 
wilhng to serve locally in an honorary capacity looking after military 
casualties and sick in civil and mihtary hospitals. Some of them were 
teachers in medical colleges and should be given appropriate honorary 
ranks as consultants or specialists and be permitted to wear uniform. 
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loiowledge of clencal work and on first appointment to the IHG 
^vere unable to do typing These clerks ^vere given a short penod 
of training at the depot and traimng establishments, the major portion 
of which was devoted to basic military training and only a small 
fraction to technical clencal work The result \vas that further 
training had to be continued in the hospitals, a procedure which 
under existing conditions was impossible In most of the hospitals 
the mission visited they found that doctors had to devote a considerable 
portion of their time to clerical work, which would have been un- 
necessary had fully trained clerks been provided 

Traimng of JHC The existing system of training under which 
hospitals were expected to tram recruits in their technical duties 
considerably interfered with the efficiency of the hospitals Much 
of the time of medical officers and nursing sisters was devoted to 
training these personnel in their technical duties, although they should 
have been in some degree competent when posted to carry out the 
duties for which they were appointed It appeared that the staffs 
of the depots and training centres were inadequate and would haxe 
to be brought into line with the staffs provided for the other technical 
corps, e g , signals Technical training for all sections of the IHG 
should be completed at the depots and training establishments before 
the personnel were sent to military hospitals and field medical units 
The mission considered that the DMS should control the training 
of all recruits of the IHG through an inspector of medical services and 
should be responsible for the recruitment of medical personnel ‘ 
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had complained about the accommodation allotted to them enjoining 
the service and the mission had seen some of the quarters provided. 
It was ob\ious that such accommodation was entirely unsuitable for 
commissioned officers and that better provision should be made for 
these doctors commensurate with their status. 

Women Doctors : The mission was informed that the recruitment 
of women doctors for sendee in the Army had been suspended for a 
period, but had then been opened up again. The mission met 
several women doctors in the service and were informed by their 
commanding officers that they were performing their duties well. The 
mission undei stood that many more were willing to join the Army. 
These could be employed as civilian medical practitioners in their own 
towns either part-time or wholetime, or could be recruited to serve 
in mihtary hospitals in their own provinces. Further, the women 
doctors in the service had no representative at headquarters and the 
mission suggested that a smtable semor woman doctor should be 
appointed to Army headquarters with appropriate rank. She would 
be made responsible for the interests of women doctors in the service 
and would also act as adviser to the DGIMS and the DMS on 
medical matters connected with the women’s services. 

Replacement of Medical Officers by non-Medical Officers for duty as 
Registrars and Qiiartermasters : The selection of these officers should 
be carried out by the medical branch of the Army headquarters. 
It was of Autal importance that the right type of officer should be 
obtained for these duties, but the mission had heard complaints that 
the right type of officers were not being sent in all cases. More 
expeditious posting of these officers to replace medical officers was 
necessary as medical officers were still being employed to cdirry out 
these duties both in India and overseas. The mission suggested 
that officers who were physically fit for first-line duty should be posted 
to these appointments. With regard to registrars, the selected officers 
should carry out a course of seven to ten days at suitable military 
hospitals before proceeding to take over their duties. 

Nursing Sepoys • There seemed to be an adequate supply of 
personnel available for these duties but the quality of the personnel 
provided was qmte unsuitable and many were so illiterate that they 
were imtrainable as nursing orderlies. A different class of personnel 
was lequired. Such personnel as the mission had seen in civil hospi- 
tals undergoing traimng ^vere required as male nurses and a number 
of these would be forthcoming provided the pay and conditions of 
service offered were reasonably adequate. The Indian Army offered 
three times the pay of a nursing orderly to a newly enlisted clerk of 
the IHC As the raising of the standard of a nursing orderly was 
of prime impoi tance in obtaining a high standard of nursing care for 
the sick and wounded it could only be achieved by offering pay and 
conditions of service at least comparable to those newly enlisted 
clerks 

Clerks • Recruits to the clerical section of the IHC were taken 
from men of matnculaPon standard, but hardly any of these had any 
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the sick * The outbreak of World War I stimulated interest in the 
nursing care of the Indian soldier and a Temporary Indian Nursing 
Service (TINS) was started ^ An appeal was made for trained nurses 
from India m August and September 1915 The response, however, 
was not satisfactory and only about 300 candidates registered their 
names for duty m military hospitals ® Of these, a large number 
vvere untrained or otherwise unsuitable Some of the trained nurses 
offered their services but refused to register for duty outside India 
By the end of 1915 approximately sixty temporary nurses had been 
appointed and were doing duty After this the supply of trained and 
partly trained nurses m India began to dwindle and, m February 1916, 
the General Secretary, St John Ambulance Association, had to be 
approached with a view to obtaining candidates of his nomination for 
training in military hospitals During World War I 473 temporary 
and St John nurses were appointed , this number included 240 
fully trained, and 42 partly trained temporary nurses, and 29 fully 
trained and 162 untrained St John Ambulance Association nurees 
The trained nurses who joined were from civil hospitals or those in 
pnvate practice They were either Anglo-Indians or domiciled 
Europeans They served in Indian and British troops hospitals in 
India, Aden, Mesopotamia and Egypt and on hospital ships Except 
for two hospital ships Madras and Lq^altjf, which were staffed entirely 
by them, the members of the TINS were attached to the 
QAMNS(I) 

In 1918 the Indian station hospital committee recommended the 
employment of women nurses m Indian hospitals But this recom- 
mendation could be accepted at the time only for first class hospitals 
as an experimental measure, to be extended later if considered 
necessary * 

After the Armistice of 1918 the temporary nurses continued to 
serve till early 1922 The nurses who had a hen on their civil appoint 
ments or those who did not come frona recognised training institutions 
were released The remainder were to go when their services were 
uo longer required, as the general consensus of opinion at that time w as 
that Indian troops m peace time did not require the services of 
women nurses ® The late Colonel Sir Henry Gidney suggested that 
, ^^*^bers of the TINS were not needed for Indian troops they 
should be employed in military hospitals for Bntish troops, so that 
recruitment of nurses from the United Kingdom could cease , this 
Would have meant a financial saving to India The suggestion w as not 
approved, but the temporary nurses were retained, mainh on account 
01 frequent military operations, with resultant casualties, on the north 
V'cst frontier of India They were posted to Indian station hospitals 
m certain cantonments, especially in northern India Great improve- 
noted m the hospitals where these women nurses served 
uents received better care and wards were more effiacntly run 
" August 1923, a further allocation of fifty five women nurses was 









APPENDIX XIV 


The Early History of the Military Nursing Services 

in India 

The process of evolution of the military nursing service in 
India was as gradual as the growth of the Indian Army. A start 
was made on 2 1 March 1 888, when the first batch of ten British trained 
Army nurses arrived in India for service m station hospitals for 
British troops.* The scheme was introduced, in the first instance, as 
an experimental measure. During 1890-91 the number of nurses 
was gradually increased from ten to twenty-eight. In 1893 the 
nursing service was recognised as an integral part of the Army medical 
service, and in 1896 it was designated the Indian Army Nursing 
Service (IANS) and its estabhshment was increased to fifty-two. 
The IANS nurses were employed m four regional areas, with head- 
quarters at Rawalpindi, Meerut, Bangalore and Poona, each contain- 
ing three or four military stations and under the independent charge 
of a lady superintendent. Deputy lady superintendents were appoin- 
ted at the other stations with a staff varying from two to four.® 
Nursing sisters did not hold charge of any wards but supervised the 
general nursing, as it was originally intended that the nurses would 
merely superintend the nursing of serious cases and the actual 
nursing would be done by nursing orderlies drawn from the local 
combatant units, with the assistance of Indian ward servants 

In 1902, when Queen Alexandra became the first president 
of the British Army Nursing Service in the United Kingdom, a com- 
mittee was appointed to consider the organisation of the service. 
The War Office in London suggested the amalgamation of the British 
and Indian services, but this proposal was not accepted by the Indian 
authorities. About a year later, in 1903, the IANS was converted 
into the Queen Alexandra’s Military Nursing Service for India 
(QAMNS(I)) The establishment of QAMNS(I) was fixed at 91, 
which included 1 chief lady superintendent, 16 senior nursing 
sisters and 7 1 nursing sisters. The chief lady superintendent was the 
adviser to the DMS in India on matters affecting the internal 
economy and welfare of the nursing service. The others nursed the 
sick and wounded British soldiers, instructed the male nursing orderhes 
drawn from the various British combatant units in nursing duties and 
supervised their work. They were engaged for a term of five years, 
reckonable from the date of leaving England. They were eligible 
for re-employment, if considered suitable, for further terms of five 
years each until the age of compulsory retirement.^ 

Under the regimental hospital system for Indian troops nursing 
was left to ward orderlies who had no specialised training in nursing 


• Station hospitals for Indian troops were not in existence at that time 
= A/5/4 o/H(M) 3 A/7/38/H(M) 
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the sick* The outbreak of World War I stimulated interest in the 
nursing care of the Indian soldier and a Temporary Indian Nursing 
Service (TINS) was started ^ An appeal was made for trained nurses 
from India in August and September 1915 The response, however, 
was not satisfactory and only about 300 candidates registered their 
names for duty in military hospitals® Of these, a large number 
were untrained or otherivise unsuitable Some of the trained, nurses 
offered their services but refused to register for duly outside India 
B> the end of 1915 approximately sixty temporary nurses had been 
appointed and were doing duty After this the supply of trained and 
partly trained nurses m India began to dwindle and, in Ttbruary 1916, 
the General Secretary, St John Ambulance Association, had to be 
approached with a view to obtaining candidates of his nomination for 
training in military hospitals During World War 1 473 temporary 
and St John nurses were appointed , this number included 240 
fully trained, and 42 partly trained temporary nurses, and 29 fully 
trained and 162 untrained St John Ambulance Association nurses 
Ihe trained nurses who joined were from civil hospitals or those in 
pnvate practice They were either Anglo-Indians or domiciled 
Europeans They served in Indian and British troop's hospitals itv 
India, Aden, Mesopotamia and Egypt and on hospital ships Except 
for two hospital ships Madras and Lq}ally^ which were staffed entirely 
by them, the members of the TINS were attached to the 
<iAMNS(I) 

In igi8 the Indian station hospital committee recommended the 
employment of women nurses in Indian hospitals But this recom- 
mendation could be accepted at the time only for first class hospitals 
as an experimental measure, to be extended later if considered 
necessary ♦ 


After the Armistice of 1918 the temporary nurses continued to 
sene till early 1922 The nurses who had a hen on their civil appoint- 
ments or those who did not come from recognised training institutions 
nere released The remainder were to go when their services were 
ih required, as the general consensus of opinion at that time was 
mat Indian troops in peace time did not require the services of 
tiomen nurses ® The late Colonel Sir Henry Gidney suggested that 
<1! 0^ the TINS were not needed for Indian troops they 

ould be employed m military hospitals for Bntish troops, so that 
nurses from the United Kingdom could cease , this 
ano ^ a financial saving to India The suggestion was not 

pproved, but the temporary nurses were retained, mamlv on account 
military operations, ivith resultant casualties, on the north 
m posted to Indian station hospitals 

cantonments, especially m northern India Great improve- 
hospitals where these women nunes served 
In w^Td% were more efficiently run 

g t 1923, a further allocation of fifty five women nurses was 
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The Early History of the Military Nursing Services 

in India 

4 

The process of evolution of the military nursing service in 
India was as gradual as the growth of the Indian Army. A start 
was made on 21 March 1888, when the first batch of ten British trained 
Army nurses arrived in India for service in station hospitals for 
British troops.' The scheme was introduced, m the first instance, as 
an experimental measure. During 1890-91 the number of nurses 
was gradually increased from ten to twenty-eight. In 1893 
nursing service was recognised as an integral part of the Army medical 
service, and in 1896 it was designated the Indian Army Nursing 
Service (IANS) and its establishment was increased to fifty-two. 
The IANS nurses were employed in four regional areas, with head- 
quarters at Rawalpindi, Meerut, Bangalore and Poona, each contain- 
ing three or four miHtary stations and under the independent charge 
of a lady superintendent. Deputy lady superintendents were appoin- 
ted at the other stations with a staff varying from two to four.® 
Nursing sisters did not hold charge of any wards but supervised the 
general nursing, as it was originally intended that the nurses would 
merely superintend the nursing of serious cases and the actual 
nursing would be done by nursing orderlies drawn from the local 
combatant units, with the assistance of Indian ward servants 

In 1902, when Queen Alexandra became the first president 
of the British Army Nursing Service in the United Kingdom, a com- 
mittee was appointed to consider the organisation of the service. 
The War Office in London suggested the amalgamation of the British 
and Indian services, but this proposal was not accepted by the Indian 
authorities About a year later, in 1903, the IANS was converted 
into the Queen Alexandra’s Military Nursing Service for India 
(QAMNS(I)) The establishment of QAMNS(I) was fixed at 9 ^j 
which included i chief lady superintendent, 16 senior nursing 
sisters and 71 nursing sisters. The chief lady superintendent was the 
adviser to the DMS in India on matters affecting the internal 
economy and welfare of the nursing service. The others nursed the 
sick and wounded British soldiers, instructed the male nursing orderhes 
drawn from the various British combatant units in nursing duties and 
supervised their work. They were engaged for a term of five years, 
reckonable from the date of leaving England. They were eligible 
for re-employment, if considered suitable, for further terms of five 
years each until the age of compulsory retirement.^ 

Under the regimental hospital system for Indian troops nursing 
was left to ward orderlies who had no specialised training m nursing 


Station hospitals for Indian troops were not in existence at that time 
= A/5/4o/H(M) 3A/7/38/H(M) 
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The Earl) History of the Indian Hospital Corps 

The Army Hospitnl Corps, the Army Benrer Corps ind sub- 
ordinate personnel of Indian station hospitals t\ere the three elements 
from which the Indian Hospital Corps was formed 

ARMV HOSPITAL NATIVF CORPS 

Little IS known about the medical organisation that served the 
Indian sepoys, even in the later part of the nineteenth century 
Although we hear about the e-xcellent work done by the surgeons of 
the IMS, ably assisted by the apothecaries of the IMD and sub- 
assistant surgeons of the Indian Subordinate Medical Department, 
yet few details arc atailable of the men who nursed the patients and 
others who did the menial work m the so called hospitals Not only 
has It no authentic recorded history but the verbal traditions and 
stones about its origin and development are also generally uncertain, 
partially untrue and often contradictory 

In the days of the East India Company there were no regular 
formations charged with the task of looking after the health of the 
troops Each unit had its own little dispensary where the medical 
^cer did his best with the few drugs and dressings tvailable 
Gradually this developed into tiny regimental hospitals where the 
medical officer, with the help of his sub-assistant surgeon and a couple 
of semi trained sepoys from the unit, gave as much nursing ministra- 
tions as he could These ‘line hospitals* were non-dieted and ill- 
equipped and whatever was needed came as a gift from the quarter- 
master as they were not authonsed any hospital furniture, bedding 
IMS were the days when many a young surgeon m the 

Mb successfully performed major operations having stenlised the few 
mstniments and meagre dressings m a time honoured kerosene oil 


the British Army in the United Kingdom substituted 
foil * hospital system for that of the regimental hospital India 
for th ^Jght years later, and in i88i, such hospitals were started 

area / "^bsh troops of the Bengal Army, which extended over a wide 
Galcutta to Multan or Gampbellpur The new type of British 
FvTalioa ^tabhshed, among other stations, at Benares, Allahabad, 
Sialkni-^^;! Ramkhet, Agra, Muthra, Delhi, Jullundur, 

of subo Attock and 1 \ ow shera These hospitals required staffs 

Nativ#* p menials and for this purpose the Army Hospital 

^^tidian formed under the aathonty of Clause 25 of the 

largely Circulars of January 1881, and the original staff was 
personnel of the disbanding regimental 
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made for the Indian station hospitals ; this was finally sanctioned as 
an interim establishment on 6 May 1924." 

Moreover, on 6 September 1923, a scheme was submitted for 
the reorganisation of the Bntish Military Nursing Service in India by 
the amalgamation of the QAMNS(I) with the QAIMNS While 
this reorganisation was under consideration the existing establishment 
of 91 women nurses QAMNS(I) was raised to 221, with effect from 
6 May 1924, as an interim establishment and it coil tinned till 

I November 1926, when the QAMNS(I) was absorbed in the QAIMNS ® 
Such of its members as were unwilling to transfer their services to 
the QAIMNS were allowed to continue to serve under their existing 
conditions of service. The new establishment was fixed at 229 
nurses, consisting of one GPM or chief lady superintendent, 4 PMs 
or lady superintendents, 17 matrons or senior nursing sisters and 207 
sisters or nursing sisters and staff nurses. 

The rates of pay were fixed as follows Rupees 

pel month 

GPM 810-15-900 

PM 620-15-680 

Mat! on 345-12-417-13-430 

Sister 280-6/2-316-9/2-325 

Staff nurse . 265-2-267-3-270 


The period of tour of service on the Indian establishment was fixed 
at five years ^ 

About the same time, on i October 1926, it was decided to form 
a permanent nursing service m the Indian Army and the nursing 
service for Indian troops hospitals came into being with a total number 
of 55 nurses consisting of 12 matrons, 18 sisters and 25 staff nurses, 
who had already been m employment. This service was limited to 
the women nurses recruited within Indian limits. They were to do 
actual nursing, supervision and training of the nursing section of the 
IHC.‘° By Apiil 1927, the designation of the service was changed to 
Indian Military Nursing Service. 

The strength of this service continued to be 55." 

The highest rank that an IMNS nurse could attain was that of 
matron. The administrative head of the nursing services was designa- 
ted chief lady superintendent if a member of QAMNS(I) or GPM 
if belonging to the QAIMNS.'^ 

A certain number of nurses trained in maternity work were also 
employed as matrons or assistant matrons for duty m the military 
families’ hospitals. Normally one matron was appointed for each 
military families hospital. 

The Indian Voluntary Aid Service (IV AS) was constituted m 
December 1938, with the object of supplying voluntary aid to the 
nursing branch of the medical services of the Army m the event of 
mobilisation. The sanctioned strength of IVAS was 350 viz-, 250 fo^ 
Indian troops and 100 for British troops. 


7AI(I)4I9/i924 8F/Z-i759/H(M) 9 AI (1)6-90/1927 

'°F/Z-i759/H(M), AI(I)A- 64 /i 926, AI(I)B-244 /i 926 
"AI(I)A-26/i927, F/Z-i 759 /H(M). ‘=H/5/57/H(M). 
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(iv) A general section, \\l\ich included the existing establishments 
of cooks, %vard servants, dhobiesy etc , of the Indian and British 
station hospitals 

Each company ns as administered by the ADMS of the division 
and NS as under the immediate command of an officer of the medical 
service, Nsho Nvas designated as company commander and graded as 
DADMS for pay An assistant surgeon Nvas appointed to the head- 
quarters of each company to assist the commanding officer 

At the headquarters of each company, except No 10 Company’ 
in Burma, there Nverc tsso VGOs, one a subedar and the other jemadar 
The latter performed the duties of jemadar-adjutant At each divi- 
sional company headquarters there Nvas also one havildar major 
Nvhose duties ns ere analogous to those of a NCO with similar rank m 
an Indian infantry unit 

Recruitment for the corps ns as made by the divisional company 
commanders in consultation Nsath the recruiting officers concerned 
Assistance Nvas also obtained from other divisional company comman- 
ders, if necessary Normally recruitment ns as m the lowest grade 
and each man, on first joining, ns as posted to the company head- 
quarters for necessary training Clerks, store- keepers and men of the 
nursing and ambulance sections Nvere enrolled and attested, Nvhile 
those of the general section ns ere only enrolled 

Officers, assistant surgeons and VCOs svere posted to the 
company headquarters by the DMS Promotions to the rank of jemadar 
or subedar ns ere made by the Government of India on the recom- 
mendation of the company commanders and the DMS, and those to 
the rank of havildar major and havildar in the clerical, store-keepers, 
nursing and ambulance sections Nvere made by the DMS from a general 
roll of the corps Havildars of any section could be selected for 
appointment as hasildar-major, jemadar or subedar Promotions up 
to naik, and to the higher grades Nvithin the general section were made 
by divisional company commanders 

The abolition of No 5 Company was sanctioned Nsath effect 
from I March 1929 The personnel of this company, except those 
rendered surplus and those transferred to companies in the Eastern 
Command, were distributed between Nos 6 and 9 Companies The 
folloNving revnsed establishment of the IHG Nvas also issued on the 
same date — ® 


Officers 

9 

Assistant surgeons 

9 

Subedars 

9 

Jemadars 

8 

Havildar majors 

9 

Clerical section 

370 

Stores section 

541 

Nursing section 

1,028 

Ambulance section 

2,340 


e A subedar only was allowed m No 10 Company for these duties 
6Al(I)Bsa/i929 
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of India sanctioned the formation of the IHC on i June 1920, by 
combining the Army Hospital Corps, the Army Bearer Corps and 
the subordinate personnel of the Indian station hospitals.^ 

The establishment sanctioned for the corps was as follows ; — * 


Officers . . . 10 

Assistant surgeons ... 10 

Subedars . . 10 

Jemadars , ... 9 

Havddar -majors . 10 

Clerical section . . . 334 

Stores section ... 6ig 

Nursing section ... 1,160 

Ambulance section . , 4,400 

General Section — 

Cooks 1)034 

Water carriers ,. i)023 

Ward servants 15232 

Washermen . ... ggg 

Sweepers . 1,124 

Barbers 1 1 2 


Total . 12,086 


The corps was divided into ten divisional companies corres- 
ponding to the then existing military divisions in India and Burma. 
These companies were located as follows : — 


No I Company 
No. 2 Company 
No. 3 Company 
No. 4 Company 
No. 5 Company 
No. 6 Company 
No. 7 Company 
No. 8 Company 
No. 9 Company 
No 10 Company 


Peshawar 

Rawalpindi 

Lahore 

Quetta 

Mhow 

Poona 

Meerut 

Lucknow 

Secunderabad 

Rangoon 


The requirements of the frontier brigades were to be found ' from 
No. I Company and those of the Aden brigade from No. 6 Company. 

Each company consisted of four sections, viz- : 


(I) Company headquarter section, in which were included clerks 
and store-keepers 

(II) A nuising section which included the existing ward orderlies of 
the Indian station hospitals 

(ill) An ambulance section which embodied the Army Bearer Coips. 


3A/5/39/H(M), AI(I) 379 /i 920 

■^In addition No lo Company was provided with one English speaking school niastei 
The remaining companies were authorised one English speaking school master and one pupil 
teacher Provision also existed for the employment of one extia pupil teacher for every 
thirty pupils over ten Two physical training instructors wei e also provided for each company. 
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The authonsed composition of the corps was as follows — ^ 


Officers commanding 
Company officers 
Assistant surgeons 
Subedars 
Jemadar adjutant 
Jemadar clerks 
Jemadar quartermasters 
Jemadar educational instructors 
Havildar-majors 
Clerical section 
Stores section 
Nursing section 
Ambulance section 
General Section — ■ 

Cooks 

Water carriers 
Ward servants 
Washermen 
Barbers 
Sweepers 

Ambulance section reserve 
Nursing section reserve 


5 

5 

5 

5 

5 

2 


4 

4 

5 
441 
585 

1,096 

2,340 


834 

808 

1,168 

732 

94 

1,290 

2,500 

1,800 


Total 


13,728 


ESTABLISHMENT I935 


In September 1935, the establishment of the corps tvas again 
revised m so far as the other ranks were concerned and was feed 
as follows — 


Clerical section 449 

Stores section 567 

Nursing section 1,054 

Ambulance section 2,190 


No 2 Company, Lucknow February 
*932 

No 3 Company, Poona February 

*932 

No 4 Company, Quetta (1930) 
No 5 Company, Rangoon (1932) 


IHG personnel serving in the 
Eastern Command) 

(Combining the headquarters of 
Nos 6 and 9 Companies and the 
IHC personnel serving in the 
Southern Command) 

(The headquarters of No 4 Com- 
pany and the IHG personnel 
serving m the Western Command) 
(The headquarters No 10 Com 
pany and IHC personnel serving 
in Burma) 


9 F/Z.22303/H(M) 
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General Section — 


Cooks 

839 

Water carriers 

800 

Ward servants 

1,113 

Washermen . . 

705 

Barbers .. ... 

93 

Sweepers 

• . L193 

Ambulance section reserve 

... 1,400 

Total 

. 10,466 


IHC RESERVE 

A reserve of 1,400 men for the ambulance section had been 
sanctioned in 1925. This number was raised to 2,500 men in 1929. 
In the same year (1929) it was decided to form a reserve of 1,800 men 
for the nursing section. Personnel of both these sections were then 
enrolled for five years in Army service, and for a further period of 
reserve service to complete a total period of twenty years. The 
service in the Army could be extended beyond five years in cases 
considered suitable for further employment. The period of Army 
service was increased to six years and total service reduced to eighteen 
years in 1935. The terms of service were again revised in 1938, 
when minimum colour service for nursing and ambulance sections 
was laid down as eight and six years respectively and the period of 
combined colour and reserve service remained as before. Service in 
the reserve was usually unpopular and the nursing section reserve 
always remained very much below strength.’ To overcome this 
acute shortage it was decided to permit ambulance section personnel 
to join the reserve in the nursing section without any proper training, 
if considered suitable by the officer commanding. A large percentage 
of the nursing section reserve was composed of such personnel. 

REORGANISATION 1 929 

In May 1929, sanction was given to reorganise the IHC in 
five companies on a command basis, each company under the command 
of a medical officer. The companies were eventually located in Rawal- 
pindi, Lucknow, Secunderabad (later Poona), Quetta and Rangoon.® 

Nos; I to 4 Companies were administered by the DDMS of 
the command concerned. No. 5 Company in Rangoon was under 
the administrative control of the ADMS district. 


VAIs(I) 24/1925, B-19/1929, 6-20/1929, 2/1935, 83/1938, 85/1938 


8 No. I Company, Rawalpindi. 
March 1932 


No. 2 (Eastern Command) Company 
October 1930, redesignated 


(^Combining the headquarters of 
Nos. I, 2 and 3 Companies and 
the IHC personnel serving m the 
Northern Command) . 
(Combining the headquarters of 
Nos. y and 8 Companies and the 
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FuncUons — 

(1) To carr) out all negotiations with 2nd Fchclon, and 
to order the despatch of drafts from training com- 
panies for units and hospitals in the theatre of 
operations 

(11) To keep all records and accounts of all personnel 

(ill) To tram recruits and hold reinforcements m the 
training wing as necessary 

(iv) To arrange transfers and replacements of personnel for 
hospitals within the then existing ^Vestcrn and 
Southern Command boundaries 

(b) jVb I Traimng Company^ Rawalpindi y No 2 Training Company y 
Lucknow — Composition of each company — 

(I) Headquarters 

(II) Training Wing 

(ill) Recruits and reinforcements 

Functions— 

(I) To tram recruits and hold reinforcements as necessary 

(II) To carry out transfers and replacements of personnel 
for all hospitals \vithm their respective command 

(ui) To despatch drafts as ordered by the depot 

The IHC Depot was to be formed from No 3 Company, Poona, 
and IHC Records Office, Kirkee Nos i and 2 Companies were to 
become training companies and No 4 Company, Quetta, was to 
proaade IHC personnel for field medical units dependent on xt 
This scheme ensured uniformity and created a central authonty with 
which Army Headquarters and 2nd Echelon could deal in time of 
war with regard to all questions of IHC reinforcements and casualties 
The IHC was thus organised like a regiment which in war could 
maintain one depot dealing with records, pay and reinforcements for 
the several battahons comprising that regiment '3 


TERMS OF SERVICE BEFORE THE WAR 

From 1 April 1938, personnel of the clencal and store sections 
were enrolled for a minimum period of ten years service They were 
not liable for service in the reserve Personnel of the nursing and 
ambulance sections ivere enrolled for eight and six years Army service 
respectively and for a further period of reserve service sufficient to 
complete a total penod of eighteen years The service m the Army 
could be extended up to eighteen years in the case of suitable candi- 
dates 

The pay of the VCOs, lORs and NCs(E) of the IHC was as 
follows — ’5 


'4Ais(I)83, 85/1938 
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General Section — 

Cooks . . 806 

Water carriers 804 

Ward servants 1,066 

Washermen . 730 

Sweepers . , . ijSgi 

Ambulance section reserve . 2,340 

Nursing section reserve I3230 


Total (excluding officers) . 12,527 


In order to centralise the records of the IHG a depot had been 
formed in 1935 at Kirkee.^° It took over the duties of the record 
office from all the five IHG companies^ ^ and was also intended to be 
the central IHG depot on mobilisation. Originally the plan of 
operations, in the event of war, provided for the mobilisation of the 
existing IHG companies, each company being responsible for the 
records of their personnel. But with the formation of the central 
IHG record office alterations in the war organisation for the IHG 
became necessary and these were finalised on 20 January 1937, when 
the following organisation was sanctioned/^ 

(a) IHG Depoty Poona and Kirkee Composition — 

(1) Headquarters, 

(11) Records and accounts section. 

(ill) Training Wing. 

(iv) Recruits and reinforcements. 

h Record office for the IHG was formed on i September 1935, at Kiikee, to deal with 
subjects which were previously dealt with by each command company under the AG’s 
Branch, Army Headquarters 

It was felt that a central co-ordinating office on the same Imes as other record offices 
under Army Headquarters was necessary to implement various policies and instructions 
issued from time to time Up to then, each divisional company and later command company 
had been responsible for this, with unsatisfactory results 

The officer-in-charge records IHG dealt with the following subjects in connection with 
Indian officers, lORs and men of the IHG and non-effectives of the Army Hospital Gorps 
and Army Bearer Gorps : Gazette notifications, posting and promotion of Indian officers on 
an all India basis, inter-company transfers, transfers to and discharges from the reserve, 
control of reservists, confidential reports of Indian officers and havildars, custody and main- 
tenance of records, upgrading of civilian hospital store-keepers and writers, memorials and 
petitions of non-effectives, recommendations for the meritorious service, long service and good 
conduct medals, medals of non-effectives, relief funds, land grants, pensions and pensioners, 
extension of colour service of ambulance and nursing sections, custody of security deposits 
and preparation of audit check The decisions of officer-in-charge records on these matters 
were final, subject only to this being revised on appeal to the G-in-G 

The first and most important item after the formation of the record office was the 
collection of thousands of sheet rolls and documents of non-effectives of the Army Hospital 
Gorps, the Army Bearer Gorps and the IHG These were not properly maintained, or 
registered and were scattered all over India Approximately 150,000 records were collected, 
sorted out, registered and filed This system helped greatly in answering and disposing of 
the great number of petitions which were received The documents and records of effectives 
were maintained by sections separately for each command company, who were responsible 
for the submission of Part II orders Gontrol of transfers to the reserve and of reservist 
was strictly exercised, in order to maintain their proper authorised effective strength, and 
many reservists were discharged for various reasons, including disabilities 

” With the separation of Burma from India the records of No 5 Company were trans- 
ferred to the Burma Hospital Corps 

*2F/Z/36378/H(M), 
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The Number of Officers Employed by the Recruiting 
Medical Organisation 

It had been extremely difficult to obtain accurate figures of 
medical officers employed in the recruiting medical organisation 
during the early years of war The following figures are however 
believed to be accurate — 


IMS OFFICERS 


Pre-war 1939 

8 

September/October 1939 

48 

3 September 1940 

61 

10 May 1941 

95 

Pebruary 1942 

io8 


Details of civilians em 
ployed are not available 


7 November 1942 


Areas 

IMS 

Sub assistant 
surgeons 

CMP 

Total 

Peshawar Area 

3 

I 


4 

Rawalpindi Area 

12 

3 


15 

Lahore Area 

8 

8 

I 

17 

Jullundur Area 

6 

4 


10 

Delhi Area 

11 

21 

6 

38 

Lucknow Area 

9 

5 

1 

15 

Calcutta Area 

2 

2 


4 

Ajmer Area 

4 

3 

3 

10 

Poona Area 

2 

4 

5 

II 

Bangalore Area 


6 

7 

J 3 

Gurkha Area 

I 

2 


3 

Garhwal Area 
Northern Area 

I 

10 

10 

1 

I 

21 

Eastern Area 

8 

4 

2 

14 

Southern Area 


10 

3 

13 

Western Area 


7 

3 

to 

Total 

77 

90 

32 

199 
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Rupees 


Subedar 

Jemadar 

Havildar 

Naik 

Sepoy 


105 

65 

^9 

15 

II 


VCOs and lORs of the IHC employed in the clerical and store- 
keepers sections and the jemadar educational instructor received the 
following grade pay in addition to the pay of the rank. 


Rupees 
per month 


Jemadar clerical section ... 

60 

Jemadar, stores section 

35 

Jemadar educational instructor 

32 

Havildar 

60 


Per day 

Naik 

1-8-0 

Sepoy 

0 

1 

»-( 

1 

0 


Sepoys of the IHC employed on nursing duties received nursing 
pay at the rate of two, four and five rupees per month after complet- 
ing one, four and seven years of service respectively. '6 


Os{E) 

Rupees 
per month 

Head cooks, ist and 2nd grade 

14 

Cooks . . 

13 

Assistant cooks . 

10 

Water carriers, I St grade 

12 

Water carriers, 2nd grade ... 

9 

Barber 

10 

Ward servant, 1st grade 

13 

Ward servant, 2nd grade ... 

II 

Ward servant, 3rd grade . 

9 

Washerman, ist grade . . 

15 

Washerman, 2nd grade 

12 

Sweepers, ist grade . . 

12 

Sweepers, 2nd grade . . 

9 - 


Ward servants and sweepers of the IHG received extra duty pay 
at two annas per day when employed on isolation cases, in the 
Southern Command Laboratory, Poona, in district and brigade labo- 
ratories and with the Enteric Fever Laboratory, Kasauli, and when 
working steam disinfectors. 

This extra duty pay was also granted to the ward servants when 
employed as X-ray assistants, operating theatre attendants or in a 
medical mobilisation store. 


*6 p. & A Regs. Vol. I 
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Bangalore Area 
Kunraghat Area 
Lansdo^vnc Area 
Northern 

Eastern 

Southern 

Western 

Deputy RO (Non- 
combatants) 

Total 

4 

I 

14 

4 

4 

6 

6 

4 

7 

8 

7 

5 

I 

4 

3 

5 

5 

*5 

I 

I 

22 

19 

17 

13 

”3 

”3 

56 

12 

294 

Medical officers employed on i September 1944 

Areas 

IMS/IAMC 

Sub Asst 
Surgeons & 
lAMG (SMS) 

CMP 

Others inclu- 
ding rural medi- 
cal officers 

Total 

Peshawar 

II 

I 



12 

Rawalpindi 

14 

7 

I 


22 

Lahore 

8 

18 

4 


30 

Jullundur 

6 

14 



20 

Ambala 

5 

1 1 



16 

Delhi 

6 

10 

4 


20 

Lucknow 

10 

9 

9 

4 

32 

Ajmer 

5 

3 

6 

I 

15 

Calcutta 

7 

I 

7 


15 

Poona 

6 


5 

9 

20 

Bangalore 

3 

8 

4 


15 

Gurkha 

2 

I 



3 

Garhwal 



I 


I 

TRO (Eastern) 

13 

4 

4 


21 

TRO (Central) 

4 

8 

5 


17 

TRO (Southern) 

4 

13 

3 


20 

Deputy RO (Non- 






combatants) 

5 

9 



H 

Total 

109 

117 

53 

H 

293 
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I 


/ 


10 September 1943 


Areas 

IMS/IAMG 

Sub- Asst. 
Surgeons & 
lAMC (SMS) 

CMP 

Others inclu- 
ding rural medi- 
cal officers 

/ 

Total / 

/ 

/ 

Peshawar Area 

3 

I 


, 

4 ■ 

Rawalpindi Area 

12 

3 

. 

. « 

15 

Lahore Area 

9 

12 

I 

• • 

22 

Jullundur Area 

6 

4 

. • • 

. • 

10 

Delhi Area 

10 

20 

6 


36 

Lucknow Area 

9 

8 

I 


18 

Ajmer Area 

5 

3 

2 

• 

10 

Calcutta Area 

4 

2 

I 

« • 

7 

Poona Area 

I 

5 

5 

• « • 

1 1 

Bangalore Area 

2 

5 

7 

• • • 

14 

Kunraghat Area 

I 

3 


• • • 

4 

Lansdowne Area 

I 

• • • 

• « • 


I 

Northern 

12 

II 

I 


24 

Eastern 

9 

5 

2 


16 

Southern 

I 

15 

3 

• 

19 

Western 

, I 

7 

6 


14 

Deputy RO (Non-com 

- 





batants) 

2 

• 



2 

Total 

88 

104 

35 


227 


April 1944 


Areas 


u 

CO 



1 

0 

CO 

SdO 


CO 


1-H 

CO <; 
1—1 


pL, 


u 


A nd 

3 ^ ^ 
S g 

bo a 

a 


5 -( 

(U 


Total 


Peshawar Area 


II 


I 


12 

Rawalpindi Area 

« 

14 

8 

I 

. , 

23 

Lahore Area 


9 

18 

4 

• • ■ 

31 

Jullundur Area 

• « 

7 

9 


7 

23 

Ambala Area 

• • • 

4 

10 


, , 

14 

Delhi Area 

• 

6 

II 

5 

• • • 

22 

Lucknow Area 


10 

10 

II 

• • • 

31 

Ajmer Area 


7 

3 

5 

• • • 

15 

Calcutta Area 


6 

I 

8 

» • » 

15 

Poona Area 

• • 

6 

II 

3 


20 
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Ambulance Trams 


Number of Ambulance Trains 

Gauge 

Carrying capacity 
October 1945 

2 

BG 

178 

3 

BG 

238 

4 

BG 

266 

5 

BG 

206 

6 

BG 

253 

7 

BG 

253 

8* 

SG 

Not known 

9 

MG 

Not knoivn 

10 

MG 

192 

II 

BG 

233 

12 

SG 

Not known 

13* 

SG 

Not known 

14 

MG 

132 

15 

MG 

212 

16 

MG 

156 

17 

MG 

136 

igt 

MG 

126 

20 

MG 

126 

21 

MG 

132 

22 

MG 

132 

23* 

MG 

Not known 

25 

BG 

241 

26 

BG 

241 

27 

BG 

258 

28 

BG 

258 

29 

30 

MG 

126 

X 

33 

NG 

80 Lying 

24 Sitting 

34 

BG 

196 

35 

BG 

238 

36 

BG 

226 

37 

3B 

• Dubandcd before August 1945 
Renumbered 24 

J Penonncl only 

MG 

Not known 

♦ 
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APPENDIX XVIII 

Transports Raised During the War for the Evacuation 

of Casualties 

Hospital ships, Carriers and Steamers 


Name/Number Capacity Remarks 


Hospital Ships 

Karapara 

Kaioa 

Talamba 

Tairea 
Wu Sueh 

Hospital carriers 

Nalcheria 

Badora 

Malchior Trueb 

Ambulance Transport 
Rajula 


355 

400 

485 Sunk by enemy ac- 
tion on 10 July 1943 

483 

296 


120 

120 

300 


300-350 


Hospital River Steamers — Carrying capacity 200 each 


No. 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 


Raised as Alisa 
, Raised as Beyra 
. , Raised as Mekla 
. Raised as Bittern 
... Raised as Widgeon 
. Raised as Sylu 
. . Raised as Naga 
... Raised as Sherpa (Replaced 
by Mikir 25 June 1943) 

... Raised as Mallard 
.. Raised as Lark 
... Raised as Swift 
. Raised as Kite 
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The Evacuation of Casualties Classification of Cases 
by Types of Disease and injury and Hospital 
and Transport Facilities Provided* 


GENERAL 

1 This classification has been compiled in consultation with the 
consulting physician and consulting surgeon 

2 It IS not intended to be a complete list, but is a guide as to how 
to deal with a particular type of case Amendments will be issued 
as indicated 

3 Special attention is directed to Class “ G ” Para 34 


CLASS “ A ” 

4 Gases likely to become fit for duty or convalescent depot within 
three weeks of admission to hospital (1 e , under three weeks cases) 

5 Includes — 

(a) Bacillary dysentery 
Acute gastro ententis 

Coryza, acute pharyngitis, bronchitis, etc 
Short term fevers 
Ringworm (uncomplicated) 

Scabies 

Acute gonorrhoea 

(b) Appendicitis 

Haemorrhoids and minor rectal lesions 
Minor battle casualties 

Closed minor fractures and dislocations {e g , Short long 
bones clavicle) 

Varicocele 

Hernia 

Hydrocele 

Minor infections including infections of hand and fingers 

Varicose veins 

Non specific adenitis 

First attack of non calculus renal cohe 


* Administrative Instruction Special No 1 
SEAC dated 28 December IM4 L/1/1/H(M) 


Evacuation policy of HQ. L of C Area 
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Independent ward and Ambulance Coaches 


Number of independent ward Gauge Carrying capacity 

coaches 


dd-!- ... 


MG 

20 

67=" .. 


MG 

20 

68^ ... 

« • • 

MG 

20 

69 ... 

• • • 

BG 

20 

70 ... 

• « « 

BG 

20 

289 ... 


BG 

16 

290 ... 


BG 

16 

303 ... 


BG 

16 

304 .. 

• • • 

BG 

16 

305 ... 

• « • 

BG 

25 

306 ... 

• • • 

BG 

25 

309 ... 

• ♦ • 

BG 

25 

310 ... 

• • • 

BG 

16 

311 ... 


BG 

16 

312 .. 

Ambulance Coach 


BG 

16 

339 ••• 

... 


14 


* Capacity up to September 1945 was 40 
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CLASS “ D ” 

1 1 Skin cases not included in Class * A * but likely to be fit 
within two months and ^vho, it is considered, mil benefit from treat- 
ment in a hill station 

(a) Includes — 

Dermatitis of vanous types 
Ringworm and epidermophytosis 
Complicated prickly heat 
Impetigo 

12 Distribution 

(a) These will be evacuated to a skin centre in Shillong 

(b) Similar centres will be established in hospitals at Kohima 
and Imphal 

13 Jungle Sores from 361/1 Diiision and north east ^ssam 
These will be evacuated to No 45 IGH(C) — Jorhat 


CLASS 


14 Definition 

Gases excluding those in Glasses “A ”, “ B ”, “ G ” and “ D ”, 
who will be fit for discharge from hospital ^vlthln three months 

15 Includes — 

(a) Amoebic dysentery 
Infective hepatitis 

*Gonvalescent typhus cases 

♦Entenc group fevers, when convalescent 

♦Many anaemias of vanous origins 

(b) Soft tissue battle wounds for delayed pnmary suture and 
through and through chest wounds without complications 

(c) Non-toxic goitre 

Joint lesions not requinng operation {e g , tears of the 
ligaments of the knee joint) 

Uncomplicated fractures where union can be anticipated 
in two months 

(d) Fractures m which immobilisation m plaster can be conti- 
nued in con\ alescent depots [e g , humerus, forearm, 
scaphoid, etc ) 

(e) Notes — 

*To be evacuated onl) when medically fit for the journey 

16 Distribution 

These cases will be evacuated to and held in Advance base 
hospitals at Shillong, Sylhet, Agartala, Comilla and Dacca (Group II) 
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6. Distribution. 

These cases will be held and treated in Group III units (forward 
hospitals, etc.) . They will not be evacuated unless the holding capacity 
becomes filled and there is NO safety margin of accommodation for 
incoming convoys. If evacuated they will not proceed further back 
than the advanced base hospitals except in a serious emergency and 
under orders of the ADMS/DDMS. 

7. Lighter cases. 

Certain of the lighter cases may be held and treated in the 
admitting medical unit at the discretion of the officer commanding. 
But these units must always maintain an adequate reserve of beds for 
a sudden influx of casualties. 


CLASS “ B ” 

8. Uncomplicated acute malaria cases 

(a) These will be held in MFTUs. 

(b) In the absence of an MFTU they will be treated as for 
Class ‘ A ’ Para 6 above. 


CLASS “ G ” 


9. Venereal cases not included in Class ‘A 
(a) Includes : — 

(i) Gonorrhoea resistant to sulphonamides. 

(11) Venereal sores 
(lii) Syphilis 

I o. Distribution. 

(a) These cases will be evacuated to the nearest venereal diseases 
centres. 


(b) Venereal diseases centres ’ 

(I) No. 49 IGH(C) . . 

(II) No. 66 IGH(C) . 

(lii) No. 52 IGH(G) ... 

(iv) No. 41 IGH(G) . 

(v) No. 74 IGH(C) ... 

(vi) No. 125 IGH(G) . 

(c) West African 

These will be treated at 
Hospital — Dacca 


be established at : — 

, . Dibrugarh 
. . Manipur Road 
Gauhati 
Imphal 
. Comilla 
. . . Doapalong 

i. 46 West African General 


(d) East African 

150 East African General Hospital — Mynamati 
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q6 Traumatic paraplegia cases 

These eases will be admitted to ordinary hospitals and not to 
neuro surgical units Thc> wU be evacuated as rapidly as possible 
to base hospitals m India after supraphubic cystostom> Much 
attention to the skin is necessary during evacuation and a note to 
that effect should be entered on AFW 31 lO for information of medical 
officers on ambulance trains, hospital mcr steamers and hospital 
ships 

27 Psychiatric cases 

All psychntnc battle casualties wll be labelled with AFW 
3046-A (Pn) with the word ‘ EXHAUSTION ’ written in large block 
capitals both on the rc\ ersc of this form and in the appropriate place 
on Ar\V 3118 T.hcy will be c\acuated to the nearest forward 
psychiatnst who wall enter the diagnosis and delete the word * EX* 
HAUSTION ’ on AFW 3118 for those eases to be evacuated The 
appropnatc AFW 3046-A or B \vill be affixed to the clothing of the 
patient who requires to be evacuated to base hospitals and he will 
be despatched under escort as indicated below — (The object of the 
label IS to distinguish neurotic and psvchotic cases) 

Distnbulion 

(a) British to No 47 BGH Poona via Madras for further 
disposal 

(b) Indian to IMH Ahpore for further disposal 

(c) African West African to No 40 West African General Hospital, 
Poona, via Chittagong, Madras , and East African to 
No 150 East African General Hospital for further disposal 
to India Command via Chittagong and Madras 

28 Venereal disease cases (Sec under Class “ C ”) 

29 Major amputations will be evacuated by usual routes ex L 
of G Command Closure of amputation flaps with penicillin therapy 
should be earned out at the advanced base hospital level and not m 
fonvard units 

30 Orthopaedic cases — requinng special experience in their manage- 
ment, or special facilities, or equipment or skilled physiotherapy in the 
course of their treatment Such conditions are — 

(a) Major fractures and dislocations, particularly thoaC which 
are compound and involve a joint, or where the attempt 
at primary reduction has failed 

(b) Fracture of the spine 

(c) Major joint lesions — eg^ rupture of cruciate ligaments of 
the knee, internal derangements of the knee joint , recurrent 
dislocation of the shoulder joint 

(d) Joint diseases requiring prolonged investigation or treatment 
or which will obviously result m downgrading, e g , osteoar- 
thntis, rheumatoid arthritis, backache due to organic changes 
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CLASS “ F ” 


17. Definition. 

All cases, including skin and venereal, who are unlikely to be 
fit for discharge from hospital within three months. 

18. Includes : — 

(a) Severe emaciation with para sprue. 

Severe anaemias (Hb under 4'5 g. per 100 c.c.). 

Amoebic abscess of the hver. 

Gases likely to be boarded out of service. (Pulmonary 
tuberculosis, kala-azar, etc.) 

Convalescent acute anterior poliomyelitis. 

Post-diphtheritic neuritis. 

(b) All cases of toxic goitre. 

Urinary hthiasis. 

Major non-urgent surgery. 

19. Distribution. 

These cases will be evacuated to rear base hospitals in India. 


CLASS “ G ” 

20. Cases requiring Special Tieatment. 

2 1 . Eye cases. 

(a) The more serious eye cases should, wherever possible, be 
evacuated to the eye-centre, Comilla. 

(b) Intraocular foreign bodies should be evacuated, wherever 
possible, to the ophthalmic centre, Comilla by the fastest 
means (^.e., mail or special plane). 

Only when this is not possible should cases be evacuated to 
India. 

22. Maxillo-facial cases. 

Evacuate to Calcutta by air for onward despatch. 

23. Severe hums. 

When fit to travel these will be evacuated to the burns centre, 
Gormlla or the burns centre, Calcutta by fastest possible route (mail 
or special plane). (See para 34). 

24. Head injury cases. 

Evacuate to No. 3 British Mobile Neuro-Surgical unit, 
Comilla. 

25. Peripheral nerve and neuro-surgical cases (excluding Para 24 above). 
Evacuate ex L of C Command by the usual routes after preli- 
minary treatment in forvvard and base hospitals. 
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Sc\crc ihoncic uoumls, cspccnllj complicitcd b> 
pncumoihoriv 

Sc\crc gumliot \\ound'? of joints until the nsk of infection 
IS pist The too cirl) c\ icintion of sucli ciscs predisposes 
to suppuniion 

Sc\crc burns In the cirl\ stages senous bums do not 
triscl s%c!l b\ nin route, 'ind tlic\ siiould be Iicld till their 
gcncml condition is snbihscd 


nO'PITM AM) TRVNsrORT T \t II ITir^ I RO\ IDLD 

j\Oini!ai\ SLCTOR 


jVor/A fast Assam I of C Girrison troops onl\ 

Class* !’ (under 3 weeks) lo be held in the ncirasl niihtir) 
Class * II ’ (unconiplicTted > I it' s pi til 

imhm) J 


C/flJj * C ’ (\cncrcil 3 weeks to lo be tMCUvlcd to the \cncrcil 
3 montlis) discisc centre No G6 1 GH{C) 

Minipur Roid bj imbiihncc trim 
or M \C if ippropnitc 


Class * D * (skin 3 weeks lo 3 
montlis) 


To be cMCinlcd for trcitment in the 
si in centre it Slullong b> imbulince 
trim to Gmhiti ind MAG to 
Shillong 


Class * /T ’ {3 weeks to 3 
months ciscs) 


lo be CMCuitcd for trcitment in 
the id\ meed bisc ho^pitils in 
Shillong IS in Cliss * D ’ ibovc 


Class* F* (o\cr 3 months) lo be csicuitcd to bisc hospilils 
in Indii 


(1) lintish end \fncan 

(1) By imbulince trim to Minipur 
Roid for onw ird tnnsmission by 
iir to Comilli ind thence by 
imbulince trim to Chittigong 
for cvicuition to Secundenbid 
Bisc 

(ii) Altcrnitisc cvicuation if (i) is 
not isailiblc, by imbulince 
trim to Giuhiti ind hospital 
river steamer to Dacca or 
Diudil indi for onward trans- 
mission to Chittagong and is m 
(1) above 
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such as Scheuermann’s disease, ankylosing spondylitis, 
sacroiliac arthritis. 

(e) Foot deformities which may require operation or may only 
demand downgrading — e g., claw foot. This does not 
include the minor lesions such as ingrowing toe nail or 
hammer toe. 

Distribution. 

These cases will be evacuated by the usual route for on- 
ward transmission to orthopaedic centres in India, 

31. Gunshot wounds of femur cases will be flown by mail or special 
planes v/hich may be available, to Dacca, direct or via Comilla, 

32. Vascular injuries and diseases. 

Traumatic aneurysms, arteriovenous aneurysms and such 
diseases as Buerger’s Disease ivill be evacuated ex L of G Command 
for despatch to the special vascular surgery centre in India. 

33. Tuberculosis cases will be evacuated ex L of G Command 
usual routes. 

34. Serious cases which must be held at any level until Jit to move. 

(a) Medical^ acute typhus cases, enteric group and many 
severe anaemias of various origin will not be evacuated but 
will be held in the medical unit to which first adnutted 
until convalescent and fit to be moved. 

Under special circumstances, where air evacuation 
from field umts to a forward hospital is readily available 
with short and smooth road journeys at both ends, such 
cases may be evacuated. Even under such circumstances, 
however, typhus cases, after the fifth day from the onset 
of the disease, should not be evacuated. 

The decision to evacuate such cases will rest with the 
specialist officer on the spot. 

In the case of operational necessity, however, the senior 
medical administrative officer may exercise his discretion 
to evacuate any or all cases. 

(b) Sutgical gunshot wounds of the abdomen (for 10 days or 
longer if necessary). 

Gas gangrene. 

Tetanus 

Limb wounds which have resulted in damage to, or 
needed ligature of, a mam artery. These should be held 
until the distal circulation is stabilised and there is no risk 
of secondary haemorrhage. 

Serious multiple flesh wounds and cases which h2.ye 
lam out a long time before operation. In these, penicillin 
should be administered. 
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Type of Cases 
Class ‘ F ’ (over 3 months 
cases) 


Dtslnbulton 

To be evacuated to base hospitals m 

the India Command 

Distribution 

(I) Indian By ambulance tram to 
Gauhati and then by hospital 
nver steamer to Sirajganj 

(II) British and African By air to 
Gomilla for onward transmis- 
sion to Secunderabad Base 


Class ‘ G ’ (special cases) Urgent special cases may be trans- 

ferred by air to Gomilla 

Imphal Cases Classes ‘ E ’ and ‘ F ’ When air lift is sufficient and 
Class ‘ G * (all cases) will be evacuated by air ex Imphal to 
Gomilla 

Labour Sick Entitled personnel of the Indian 

Pioneer Corps and Indian State 
labour units and in emergency other 
civilian labour personnel will be 
treated in forward hospitals if ex- 
pected to recover within 3 months 
Over 3 months cases will be eva- 
cuated by ambulance trains to 
Gauhati and by hospital nver 
steamers to Sirajganj for Calcutta 


CENTRAL SECTOR 
3 Fourteenth Army Evacuation 

(a) Evacuation from forward areas in Burma by light plane, and 
transport planes to corps medical centres 

(b) Glassification b) medical and surgical specialists in mobile 
surgical teams and GGSs at corps medical centre level 
imtiall) , and again by specialist m adv anced base hospitals if 
necessary 

(c) Distribution 
Type of Cases 

Class * A ’ (under 3 weeks 
cases) 

Class ‘ B ’ (uncomplicated 
malaria) 

Class ‘ C * (v cncreal — 3 w ccks 
to 3 months cases) 


Distribution 

To be held at corps medical centre 
level 

Held in MITUs at corps medical 
centres 

To be held and treated in vcncrcil 
discxsc centres at cori>> medical 
centres 
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(b) Indian : 

By ambulance tram to Gauhati 
and thence by hospital nver 
steamer to Sirajganj for Indian 
base hospitals. 

Class ‘ G ’ (special cases) 

(1) Intraocular foreign 1 To special hospital Comilla (No. 92 
bodies and urgent IGH) by fastest possible means (air 
serious eye cases ^ ex Manipur Road or ex north 
(li) Maxillo-facial cases east Assam if available). 

(ill) Severe burns 
(iv) Head injuries 

2. Imphal — Kohimd — Manipur Road L of C : 

(a) Evacuation — ^By road (MAG) from Imphal and Kohima areas 

to Manipur Road. (Imphal cases only when 
air evacuation lift to Comilla is filled, and not 
for very ill patients). 

(b) Classification — By medical and surgical specialists in Imphal, 

Kohima and Manipur Road forward hospitals. 

(c) Distribution : 

Type of Case Distribution 

Class ‘ A ’ (under 3 weeks To be held in forward hospitals in 
cases) Imphal, Kohima and Manipur Road. 

Class ‘ B ’ (uncomplicated To be held in forward hospitals in 
malaria) absence of MFTUs. 

Class ‘ C ’ (venereal — 3 weeks To be treated at venereal diseases 
to 3 months cases) centre No. 66 IGH(G) Manipur 

Road (road evacuation). 

Class ‘ D ’ (skin — 3 weeks to To be treated locally at skin 

3 months cases) centre Shillong (road, rail evacua- 

tion) only to be evacuated when 
special centre treatment is essential 
and when long and tedious evacua- 
tion is possible. 

Class ‘ A ’ ( 3 weeks to 3 To be held m advance base hospi- 

months cases) tals. Distribution : By MAG to 

Manipur Road. By ambulance train 
from Manipur Road to Gauhati. 
Then : 

(i) Indian and British — ^By MAC to 
Shillong. 

(ii) West African — ^To Dacca by 
hospital river steamers. 

East African to be evacuated to 
Comilla by air from Manipur 
Road. (British and West Afri- 
can cases may also be evacua- 
ted by this method). 
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Type of Cases 
Class ‘ C ’ (venereal) 


Class ‘ D ’ (skin) (3 weeks to 
3 months) 


Class ‘ -E ’ (3 weeks to 3 
months) 


Class ‘ E ’ (o\cr 3 months) 


Class ‘ G ’ (Special cases) — • 
(1) Senous eye cases 
Severe burns 
Head injuries 
Maxillo facial cases 


Distnbulion 

To be treated in the venereal 
disease centres at No 125 IGH(C) 
Kyaukpyu 

To be evacuated to SiuIIong skin 
centre via Chittagong or Gomilla 
only if cold chmate is essential for 
recovery 

To be evacuated — 

(1) By casualty evacuation aircraft 
to Comilla if rapid though less 
comfortable evacuation is re- 
quired 

(11) By hospital ship to Chittagong 
and ambulance tram to 
Comilla, Agar tala or Dacca 
To be evacuated to Chittagong b> 
hospital ship and then — 

(I) British and African*) -n . ^ , 

to Madras I B> l>osp>taI 

(II) Indian to Calcutta J ^ “P 


By casualty evacuation aircraft to 
Comilla special centres 


(11) Gunshot wounds of femur As in (1) above to Comilla and then 
by ambulance tram or L5 aircraft 
to Dacca 


Fourteenth Army Cases from Southern Burma 

Are now being staged at Akyab and K>aukp>u cnroulc for 
the advanced base hospitals in Comilla 

Classes ‘D*, ‘F’ and ‘G’ above will be evacuated b> air to 
Comilla instead of by hospital ship, novv that casualty air evacuation 
sorties are available ex Kyaukpyu and Akyab 
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Type of Coses Distnbution 

Class ^ D'’ (skm — 3 weeks to To be evacuated via Gomilla and 
3 months cases) treated m skin centre at Shillong. 

Class ‘ ^ ’ (3 weeks to 3 months To be held in advanced base hospi- 
cases) tals. Evacuated by air to Gomilla 

by casualty evacuation aircraft based 
on Gomilla. A proportion of these 
cases will be distributed evenly 
among the advanced base hospitals 
in Dacca and Agar tala by ambu- 
lance train (and hospital river 
steamers ex Daudakandi). 

Class ‘ F ’ (over 3 months To be evacuated to base hospitals 
cases) in India. 


Distnbution : Evacuate to Gomilla 
as for Class ‘ E ’ by air. Then by 
ambulance trains to Chittagong for 

(a) Madras — British and African. 

(b) Calcutta — Indian. 

Class ‘ G ’ (special cases) Urgent special cases should be flown 

to Gomilla. 


Head injury, maxillo-facial, serious 
eye cases and severe burns to 
Gomilla. 


Gunshot wounds of the femur to 
Dacca direct or via Gomilla. 


SOUTHERN SECTOR 


4. Arakan L of C : 

(a) Evacuation from forward areas : Urgent cases will be flown 
by light aircraft from Ruywa and Taungup to Kyaukpyu 
light plane strip. 

Other cases will be evacuated by creek steamers and 
paddle steamers from Taungup, Letpan, Buywa and 
Tamandu to Kyaukpyu and by coastal carrier from Ruywa, 
Ramandu to Akyab. 

(b) Classification : By surgical specialists in mobile surgical teams 
and medical specialists in GCSs and MFTUs. 

(c) Distribution : (Ex Kyaukpyu (Ramree) and Akyab). 

Type of Cases Distribution 

Class ‘ A ’ (under 3 weeks) To be held in CGSs and forward 

hospitals m Kyaukpyu and Akyab. 

Class ‘ B ’ (malaria) To be held in MFTUs and forward 

hospitals. 
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assistance to provinces, 418 
beds for atr raid casualties 422 
blood transfusion service, 434 
casualties from air raids, 418 
first aid posts 419 
medical organisations, 416 
policy, 41b 

radium, safe deposit 435 
traming 433 

Civil medical practitioners, 22, 112, 118 
Commission of 1805, 005 
Commission of 1879, 608 
Concession to nurses for service in Army, 
78 

Concessions by Provincial Governments 
121 

Consultants 11, 186 

Controller General of Inspection, 343 

Convalescent Depots 239, 330 

Convoy escort duties, 44 

Crawford Cunningham scheme, 1881, 609 


DDT, 250 

Deaf and dumb school 402 
Decompression Chamber Unit, 51 
Decorations — 

American Field Service, 648 
IHC/IAMC 96 
nursing services 82 
Deficiencies, medical units 187 
nursing services, 82 
Demobilisation 380 
Demobilisauon Dircc orate 380 
medical arrangements, recovered POW, 
300 

medical services 382 
medical staff and establishment 388 
medical stores and equipment, 3S9 
medical units, 388 
Dental Board 56 
Dental colleges 66 
Dental Mechanic Units 68 246 
Dental Service administration 68 
Dental stores 59 
Dental treatment lAF, 63 
Dental units 67,246 
Depot Sick Bay 32 

Quarters, 32 
Deworming 132 
DGHS 393 
DCIMS— 
aublishmcnt 502 


oyansion, 690 
office, 79 100 
_^«onnd secuon, OS 
DGISD 337 354 
Dirwtoratc General of Mumuons 
Production 344 

Directors Medical Services 4-5 
Disabled Soldicn Home 402 
DuciphncAct RIN 32 
Duposals Cell, 340, 363 
Dock>ardDispensaD 36 
svelfarc Fund 40 
workers families welfare 
chmc, 40 


East Indies Fleet, 44 

Eastern Group Supply Council 352 

ENT units 217 

Equipment — See Stares 

Escort duties 44 

Expansion — Indian Arms medical services 

1939, 163 

1940, 155 

1941, 163 

1942, 168 
1943 177 
1944/45 180 

External Defence Troops 150 


Field ambulance, 223 
animal and mechanic il transport or 
mixed transport 244 
light, 22G 
light divnsion 220 
mechanical transport 220 
parachute 227 

Field Ambulance Training Centre -03 
Field hygiene section, 20./ 228 
light, 229 
light division 230 
standard division 230 
Field laboratories 244 
Filter medical officers 128 
First aid, 210 415 419 20 530 
Fleet Air Arm 179 
Flying Training Centre \SaIton 5f) 
Forbes Committee -7 
Fourteenth Army medical units 181 
Friends ambulance unit 624 
Burma, 626 
China 530 
India 537 


General Medical Council 27 
General Old s Air Transport Command CC" 
Geneva Convention 24 2 2^4 -SO, 2 (f 439, 
462 575 

GHQ Casualties Evacuation Organisation, 5 
GHQ Co-ordination Committer 3 oj 
GHQ Maintenance Project 187 
GHQSclcction Board 142 
Grant Massic Committee 34 4 


Hmol system of distribution 363 
Hospital accommodation 30S 

accommodation in Ea-itern \rmy 371 

accommodation for lAl and R,\l 3— 

accommodation for RIN and RN 323 

beds 1934 02S 

beds 1939 310 

beds l»in 714 

beds l94o 713 

beds Base Hospitals 3 

beds Civil Hospitals 311 

beds Garrison ifospitah 316 

beds General Hospitals 31“ 

beds \\orld\\arI 5'^ » 

brd-scale Eaitem Arms 331 

committee 1910 ^>> 

covrr fif lalimir 3 

expans on during Wo li \Sa, H Sid 
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Age limit, Indian army, 131 
AINSR, 67 

Air ambulance service, 283 
Air commando force, 266 
Aircraft casualties, 295 
Air Landing School, Delhi, 54 
AIRO(M), 16, 102, 124 
Air strips, 266-67 

Air transport of medical stores, 363 
Alien doctors, 113 
Allied Expeditionary Force, 281 
All India Medical Licentiates Association, 99 
All India Medical Licentiates Association^ 
Journal^ 123 

Ambulance, aircraft, 257 
barges, 257 
coaches, 241 
field, 223 
jeep, 265 
sampans, 263 
trains, 240 

American Baptist Mission, 528, 549 
American Baptist Mission Hospital, 549 
American drug programme, 542 
American Field Service, 544 
American forces, 189 
ANS(I), 67 
grading and status, 71 
release, 73 

terms and conditions of service, 72 
Anti-malaria assistants, 22, 114 
Anti-malaria officers, 1 14 
Anti-malana units, 244 
Army Air Transport Organisation, 282, 290 
Army Bearer Corps, 86, 258 
Army Hospital Corps, 86, 645 
Army in India Committee report, 615 
Army Medical Department, 608 
Army Medical Import Depot, 349 
Army medical stores, 346 
Army Medical Training Centre, 20 6 
ARP, 415 

Artificial limb centre, 367 
Auxiliary pioneer units, 131 


Bacteriological laboratories, 244 
Base Depot Medical Stores, 348 
Base Transfusion Units, 249 
Basra base reconnaissance report, 1940, 165 
Beach Medical Units, 232, 317 
Bearer Unit, 230 
Bedaux Organisation, 356 
Bengal Civil Protection Committee, 538 
Bengal famine, 405 
civil medical units, 411 
health of troops, 412 
medical adviser, 406 
medical stores, 412 


medical units, 407 

military units, 405 

prevention of epidemic diseases, 407 

private organisations, 411 

relief arrangements, 406 

treatment, 409 

withdrawal military units, 413 
Blood storage units, 249 
Blood Transfusion Service (Civil), 434 
Blood Transfusion Units, 248 
Bombay Marine, 31 
British Medical Association, 610 
British nursing service, 77 
Burma Hospital Corps (nursing service), 74 
Burma Subordinate Medical Department, 
127 

Burma Voluntary Aid Detachment, 74 
Burtchael scheme, 614 


Camouflage School, 203 
Casualties, evacuation of, 256 

administrative organisation of reception 
of casualties, 296 
air, 281, 284, 287 
before World War 11, 256 
Burma retreat, 258 
control points, 301 
first Arakan campaign, 260 
GHQ, Advanced Echelon Evacuation 
Committee, 300 

Headquarters hospital river steamers, 299 
Imphal and Kohima battle, 267 
Malaya and South East Asia, 278 
RAPWI, 279 
recapture of Burma, 269 
routes and policy, 302 
second Arakan campaign, 263 
sorting policy, 305 
Wingate’s 1st expedition, 263 
Wingate’s 2nd expedition, 265 
Categorisation (medical), 133 
CCS 231 

Central Medical Board (lAF), 50 
Central Medical Resettlement Committee, 393 
Central Returned Medical Stores Depot, 
Lucknow, 350 

Central Selection Board, 100 
Ceylon medical units, 183 
Charitable Endowment Act, 489 
Chemical Warfare School, 207 
Church Missionary Society, 496 
Civil Affairs Service (Burma), 447 
Civil defence, 415 
apportionment of functions, 421 
ARP hospitals, 424 
ARP medical stores and depots, 429 
assistance to Government Departments, 

420 
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Recruits Reception Camp, 41, 129 
Recruits Training Centre, 50 
Red Cross, International, 675 
grants from various countries, 677 
organisation, 576 
post war activities, 588 
Red Gross Society, Indian, 437 
committee, 438, 440 
enquiries, 462, 465 
literature, 478 
mobilisation Plan, 439 
organisation, 437 

overseas commission and growth of 
region, 470-76 

policy and administration, 444 
post-war plans, 487-93 
POW, RAPWI, Civil Internees Welfare of 
Sick and Wounded, 457-70 
publicity, 476-78 
stores, 453-57 

Reductions in establishments, 23 
Re-employment of retired assistant 
surgeons, 21 

Re-employment of retired sub-assistant 
surgeons, 21 

Registration Ordinance, 108 

(Emergency Powers) Act 1940, 108 
Rehabilitation centres, 370 
Release regulations, Indian Army, 73, 381, 
390 

Replacements, 1941, 355 
Replacement of medical officers by non- 
medical officers, 24 
Research units, 250 
Resettlement, 392 
RIAF, 48, 141, 169, 322 
RIN, 31, 140, 324 

RIN and Medical Branch Strength, 38 
coastal force, 44 
Discipline Act, 32, 41 
hospital, 36, 39, 325 
IMS Officers, 111 
medical officer, 33 
medical stores organisation, 39 
women's medical arrangements, 38 
Roehampton, 367 

Round Table Conference Services Sub- 
committee, 621 

Royal Army Medical College, Millbank, 199 
Royal Commission of 1912-15, 618 
Royal Indian Marine, 31 
Royal Navy Volunteer Reserve, 3 1 
RTGs, 145 

Sanitary Section, 222 
School of Administration and Discipline, 
Lower Topa, 50 
SGRGs, 401, 517 
Seagrave Unit, 549 
Burmese nurses, 553 
POW camp, Ramgarh, 652 
Sick Bay, 34, 45 
Sick berth attendents, 42 
Sick Berth Branch, 33 
Skin diseases, 132 
Skis, 257 
Sledges, 257 
Small-pox, 280 


Special Force, 184, 186 
Specialists, 41, 110, 237 
Specialists, appointments, 196 
Spectacles, 371 
SRMO, 127 

St. Dunstan’s Hostel, 495 
St John Ambulance Association (Indian 
Council), 68, 437 

St John Ambulance Association (Nursing 
Division), 77 

St John Ambulance Brigade, 438, 479 
cash and store, 485 
financial position, 480 
post war plans, 487 
St John Gross, 438 
Staff College, Quetta, 213 
Staging Section, 231 
Standing War Indent, 338 
Star and Garter Home at Richmond, 449, 488 
Stock Log Indent, 338 
Stores, 59, 337, 389, 412, 429 
accommodation in hospitals, 378 
airborne, 377 
air transport, 363 
artificial limbs, 366 
carton packing, 377 
cold storage, 371 
control, 379 
dental, 59 
depots, 346 
disposal cell, 363 
distribution, 361 
financial aspect, 372 
foreign countries, 354 
Hmol system, 363 
inspection organisation, 343 
investigation touring team, 345 
issue system, 362 
losses, 373 

organisation at GHQ, 341 

packmg material, 378 

personnel, 375 

pest control, 371 

provisioning, 357 

PVMS and MME scales, 378 

RAPWI, 465 

Red Cross, 453 

reserve of essential items, 378 

spectacles, 371 

standardisation, 376 

of packages, 377 

storage, 360 
stores gear, 376 

surgical instruments and appliances, 366 
taking over by DMS, 339 
training, 377 
transport, 351 

x-ray and electro medical equipment, 

368 

x-ray films and chemicals, 369 
x-ray stores depot and repair workshop, 

370 

Strength of Army in 1934, 628 

1939, 151 

1944, 186 

1945, 195 

Superannuation age, 21, 63 
Supply Department, 352, 356 
Surgical units, 247 
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In addition, local labour was estimated to be 67,500 in April, 
60,000 m May, 43,700 in June, 26,700 in July and 13,200 m August 
and September 1943 Two Auxiliary Pioneer Battalions and seven 
Indian States Labour Units were also employed on GHQ, projects 
and a further two Pioneer Porter Battalions were being raised \s 
the civilian sources could not provide the necessary medical facilities 
It was agreed that the labour units working in Assam and directly 
connected with the defence projects should be looked after by the 
military authorities Cases from the Indian States Labour Units, 
Civil Pioneer Force and ^ssam Civil Transport Corps, requinng hospital 
treatment were then admitted to the military hospitals if accommoda- 
tion in the civil hospitals was not available Medical units allotted 
for this purpose were one IGH(IT) 500 beds, fifteen ISSs, oneanti-mala- 
na unit, one field hygiene section and two motor ambulance sections 
By the end of August 1943, the labour force m Assam had increased 
to 2,55,430 It was estimated that about 3,000 hospital beds would 
be required for this force Further, in October 1943, it was finally 
realised that it would be unwise to rely too much on assistance from 
civil sources Therefore, it was contemplated that the require- 
ments for the hospit-il treatment of labour would best be met by provid 
ing six 400 bedded IGHs(IT) together with fifteen staging sections Out 
of this, one 500 bedded hospital and fifteen staging sections had already 
been provided Sanction for the raising of four 400 bedded and one 
300 bedded iGHs(lT) was given in November 1943 

The above arrangements were confined to Assam In January 
1944, It was considered expedient that the civil labour personnel m 
other parts of India where civil resources were inadequate, should 
also be admitted to the military hospitals It was apparent that the 
civil medical services were not in a position to meet the increased 
demands for hospital accommodation when large forces of civil 
labour were drafted into new areas and employed on military projects 
It was equally apparent that m the interests of the general war effort 
measures should be taken to preserve the health of the civilian labour 
In March 1944, the position regarding labour to be employed on 
military projects was as follows — >38 


Labour emplojed tn March 1944 on military projects 


Indian Pioneer Corps 

Indian States Labour ” 

Civil Pioneer Corps 

Assam Civil Transport Corps 

Indian Tea Association Labour 

Ordnance Depots 

Madras Labour Units 

Total 

Contractors’ labour 

38 F/6394/H(M) 


Assam 

Ceylon 

India Future 



target 

84,678 

1,500 

37»296 138,170 

28,560 

10,000 

^ 53*760 

20,400 


4,000 30,000 

10,000 


14,000 

80,000 


80,000 



10,000 10,000 


15,000 

15*000 

L38,96o 25,000 

14,800 2,02,760 

2,50,000 1 

6,50,000 



328 


ADMINISTRATION OF MEDICAL SERVICES 


Of these, the Indian Pioneer Corps, being military enlisted labour, 
was entitled to full medical treatment. Labour employed in the 
Fourteenth Army area was also accepted in the military hospitals, 
when necessity arose, for the remaining categories of labour the 
military medical authorities finally recogmsed the logic of the Army 
providing treatment at a scale of 1*5 per cent, for organised labour, i.e 
other than contractors’ labour, and at i per cent, for contractors’ 
labour. The medical cover to be provided was m accordance with the 
following scale : — 

(1) Organised labour — cover at 1*5 per cent, for every 40,000 

labourers. 

(a) IGH(IT) 400 beds. 

(b) FourlSSs. 

(c) One Indian field hygiene section. 

(ii) Contractors^ labour — cover at i per cent. 

Based on the above the total requirements for both the organised 
and contractors’ labour were — 


Requirements 

Already sanc- 

Balance 

IGHs (IT) 

20 

tioned 

6 

14 

ISSs 

80 

15 

65 

Indian field hygiene 
sections 

20 


20 


At first this commitment was accepted as a long term policy only, 
and was to be implemented as and when resources permitted. 
However, the financial authorities could not see their way to agree 
to this, since in their opinion the medical provision for civil labour 
remained the responsibility of the civil authorities. They only agreed 
to the provision of medical cover for the labour employed by the 
SEAG.39 


PRISONERS OF WAR HOSPITALS 

In July 1940, the Middle East Command requested the Indian 
authorities to accept male German and Italian internees and POW. 
It was decided to prbvide hospital cover at the scale of 3 per cent, 
for Asians and 4 per cent, for Europeans. Italian POW had started 
arriving by that time and they were temporarily accommodated at 
the Central Internment Camp, Ahmednagar. By November i 940 > 
their number had grown to 1 19 officers and 999 other ranks. Regular 
accommodation for them was, therefore, built at Ramgarh 4 ° Sanc- 
tion was also given for the formation of a hospital there with a bed 
strength of 120 beds for POW officers and 360 for other ranks and 

39 F/20o83/H(M) 

40 POW Camp, Ramgarh was closed on i October 1942, and the POW were trans- 

ferred to POW Camps m Bangalore, Bhopal, Dehra Dun and Yol. 
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74 beds for Indian and 30 for Bntish troops employed on admimstra- 
uvc and guard duties, with effect from 26 November 1940 4* On 20 
February 1941, two POW group hospitals were formed at Bangalore 
where PO^V camps had been established The bed strength of each 
was 420 beds In addition provision was also made for the treatment 
of serious eases amongst the PO^V it BMH Bangalore which was 
expanded by 120 beds, 24 for officers and 96 for other ranks 4^ In 
March 1941, it was visualised that India might have to accept further 
Italian POAV It was, therefore, decided to build POW camps at 
Bhopal, DchraDunandkol (Kangra Valley) On 5 Apnl 1941, sanction 
was given for the formation of two POW group hospitals of 480 and 
456 beds at Bhopal (Bairagarli),43 164 beds for Indian troops and 40 
for Bntish troops were also provided there for the administrative 
personnel and the guards On i July 1941^ 4 another hospital was 
established at Clement Town, Delira Dun, with a bed strength of 
504 for POW, out of ivhich 24 beds were provided to meet the require- 
ments of any transfers of sick POW from Ramgarh, who might 
require a change to cooler climate 45 An additional 9 beds for 
Indian and 3 for British troops were also provided there The civilian 
internees at Dehra Dun were placed under the charge of the Defence 
authoncies as the ordinary civil parole camps were not considered to 
be safe for their custody A 40-beddcd central internment camp 
hospital was formed at Premnagar, Dehra Dun, on i September 1941, 
to provide hospital cover for these internees 46 Six beds for Indian 
troops and 2 for Bntish troops were also provided there \ POIV 
group hospital for Yol (Kangra Valley) camp was estabhshed on ij. 
September 1941 The bed strength authorised for POW was 334 
for officers, 130 for other ranks plus 36 for the senously ill"*^ In 
addition, 90 beds for Indian and 30 beds for Bntish troops were 
provided for the administrative personnel and the guards 

In January 1942, the War Office in the United Kingdom had 
instructed Malaya and Burma to send all Japanese PsOW to India 
A separate camp for them was constructed in Bikaner Accommoda- 
tion was provided for 100 officers and 3,000 other ranks , a hospital 
of 5 beds for officers, 85 for other ranks and 10 for infectious cases was 
also formed there and started functioning in June 1943 In August 
I943» the accommodation was increased by 10 beds for other ranks, 
making a total of x lo beds 48 pOW cages designed to hold 600 POW 
were also maintained at vanous stations for the POW in transit to 
the camps Cases requmng hospital treatment were sent to the 
nearest military hospital In January 1943, the arrangements were as 
follows — 49 


No 8 POW Cage Calcutta 
No 9 POW Cage Secunderabad 
No lo POW Gage, Chittagong 
No X 6 POW Cage Poona 


IMH Alipore 
IMH Tnmulghery 
68 IGH(C) Chittagong 
No 2 IBGH(IT) Kirkce 


w F/Z-2358a/H(M) 
^F/Z 23858 /H(M) 
« F/Z-a35?3/H(M) 


a3573/H(M) 
« F/Z-2356 i/H(M) 


47 F/Z-2430S/H(^^) 

^SF/6499/H(M) 

«F/6709/H(At) 
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By September 1944, when POW camps started closing, the total 
hospital beds provided for the POWs were 2,940 for Europeans and 
no for Asians. In November 1944, the bed strength of the POW 
group hospital, Bikaner was increased to 200 beds On i October 
1945, a POW camp for the Japanese POW was established at Quetta 
and provision was also made for a 300-bedded hospital there. The 
POW camps at Bangalore and Dehra Dun were closed on 15 September 
1944, and 15 October 1944, respectively. The remaining POW 
camps in India were closed m the following order and by March 
1947 all the camps had been disbanded . — 5 ° 

Internment Gamp, Dehra Dun 31 January 1946 
POW Gamp, Bikaner 1 5 June 1 946 

POW Gamp, Quetta 1 5 June 1 946 

POW Gamp, Bhopal 28 February 1947 

POW Gamp, Yol 31 March 1947 


CONVALESCENT DEPOTS 

Up till June 1942, there were only two field convalescent depots 
functioning in India, one for Indian troops and the other for British 
troops. Others were to be mobilised and opened as and when the 
situation demanded. Two base convalescent depots were also func- 
tioning at Wellington and Poona for British troops. It was not 
intended at that time to open base convalescent depots for Indian 
troops. 

At that time casualties from overseas or from the operational 
areas in India, after passing through a chain of base hospitals to the 
garrison hospitals or field hospitals to the reinforcement camps or to 
the convalescent depots, ultimately reached the training battalion or 
equivalent unit. Some of these casualties were generally of the 
following types . — 

(i) Personnel who could attend as out-door patients. 

(li) Personnel who were physically and particularly mentally 
unfit for duty but would be fit in due course. 

(iii) Cases discharged from hospitals with bodily defects which 
required treatment of a minor nature and physical exercises 
etc. 

(iv) Personnel who failed to co-operate in their recovery. 

Their influx into the training battalions resulted in the virtual flooding 
of the depots etc., with men of medical category B and C. The 
care of these convalescents, for which the depots had neither the staff" 
nor accommodation nor any proper facilities, interfered with their 
primary function of training. Thus, in order to accommodate this 
class of personnel, convalescent depots were considered to be a 
necessity and were raised at the scale of i *5 per cent, for Indian troops 
and 3 per cent, for British troops of the field force.S' Convalescent 
depots for use in conjunction with the base hospitals were provided 


50 P0W/3/29/H(M) 
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at the scilc of 20 per cent of the base hospital accommodation For 
officers these were planned on the same scale as for other ranks The 
total number of beds provided in the convalescent depots on 15 
August 1945 was 550 beds for officers and women, 16,500 for Indian 
troops and 8,500 for Bntish troops 


HOSPITAL ACCOMMODATION IN THE EASTERN \RMY 

Whereas m the other commands the expansion of hospital 
accommodation followed a set plan, viz , the expansion of garrison 
hospitals, the formauon of base general hospitals or the provision 
of field general hospitals for operational troops in the area, m the 
Eastern Army, broadly speaking, all the three types of hospitals 
were utihsed at one and the same time for all purposes The position 
there was also different from the other operational commands, viz , 
Iraq, where there were no hospitals when operations started and 
complete non divisional units had to be sent In the Eastern Army, 
in the early stages, troops were scattered in brigade groups or smaller 
garrisons, and hospitals were spread all over the area, e ^ , at Calcutta, 
Barrackpur, Ranchi, Jamshedpur, Asansol, Midnaporc, Dacca, Comilla, 
etc Many of these had been opened mainly to deal with the new 
garrisons and were being expanded gradually as the garrisons dependent 
upon them increased In addition to the military garnsons, each 
hospital was also receiving casualties from an average of three 
aerodromes 

An appreciation of the medical situation in the Eastern Army 
was made in January 1943 There was a high rate of sick wastage 
in the hot weather, specially m the areas occupied by the IV Corps 
and the 14th Indian Division On the other hand the provision of 
hospital beds had not been sufficiently in advance of actual needs, 
with the result that there was a constant shortage and gross 
overcrowding The strength of the troops stationed in the area at 
that time was 3,16,100 Indian and 1,11,200 Bntish 

The scale of beds authonsed was as follows — ** 


(I) Sich 

All troops m the IV Corps area 

All troops m other area 

Indian state labour units m the IV Corps area 

Indian states labour units m other areas 

( II ) Air casualties 

\U troops 


Indian British 

troops troops 
Percentage Percentage 

10 10 

4 6 

8 
3 

05 05 
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(lii) Battle casualties 

Calculated on 26^000 Indian troops and 4,000 

British troops in the IV Corps area and 13,000 

Indian troops and 2,000 British troops in the 

14th Division area .. , , 4 4 

Based on the above scales the number of beds required was 25,298 
for Indian troops and 8,244 British troops. Allowing for an 
additional bngade group in the 70th Division which had been ordered 
to join the Eastern Army, the number of beds required was 25,298 
for Indian and 8,600 for British troops. Hospital beds available at 
that time were 10,333 for Indian and 4,665 for British troops, plus 
an authorised expansion of 1,115 for Indian and 491 for British troops. 
Provisional arrangements for an additional 4,911 beds for Indian 
and 1,900 beds for Bntish troops had also been made. The total 
number of beds available in the Eastern Army in 1943 was 16,359 for 
Indian and 7,056 for British troops. The existing and estimated 
deficiency was 14,965 beds for Indian and 3,935 beds for British troops 
immediately, and 8,931 beds for Indian and 1,544 beds for British 
troops by the end of 1943. However, it had not been possible to 
expand the garrison and field hospitals in the Army at that time due 
to the shortage of medical personnel. Only 500 beds could be made 
available to the Eastern Army. In addition, 3,000 beds were allotted 
when these might be ready by the end of March 1943. Conse- 
quently, after everything possible had been done to provide an 
adequate number of beds during the malana season, it was still 
necessary to evacuate from the area cases which would normally 
have been retained in the Army area, and arrangements were being 
made for the provision of 2,800 beds for the Indian troops in Lucknow 
by I April 1943, plus 2,600 beds in the general hospitals which were 
being formed at Bareilly and Moradabad. 

About the middle of 1943, the general policy was that 
cases likely to be fit in three months should be retained within 
the Army area but all unfit, chrome and invahd patients should 
be evacuated as speedily as possible. Previously there had been 
a tendency to rush every case back to the larger hospitals, which were 
inadequate to contain the flow. Many thousands of men were eva- 
cuated to the Central Command who were found on arrival there to 
have no serious ailment. These men although fit to rejoin their units 
were ‘ lost ’ in the Central Command for many months. Between 
March and May 1943, 18,000 men had been thus evacuated to the 
Central Command. The implementation of the new policy rapidly 
showed that the Eastern Army was deficient by at least 7,000 beds. The 
estimate of total admissions was about 5,00,000 cases in a year of which 
malaria alone was responsible for 4,00,000. Hence provision of additio- 
nal hospital accommodation was made at Chittagong, Comilla, Imphal, 
Manipur Road, Gauhati, Sirajganj, Calcutta and Ranchi 
This involved an increase of 4,100 beds for Indian and beds 

for British troops. Kohima was developed as a hospital centre to 
take three general hospitab and three convalescent depots. Dacca 
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was planned as a hospital centre with two general hospitals and two 
convalescent depots In Ledo area all hospitals were expanded by 
two to three hundred beds Hospitals were also provided at Midna- 
pore, Jamshedpur and Cuttack The total requirements of convales- 
cent depots at that time were ten for Indian and seven for British 
troops of which si\ for Indian and six for British troops were already 
in existence An additional allotment of four convalescent depots 
for Indian and one for British troops had been made but these weie 
not m commission by then By the end of June 1943, hospital accom- 
modation in the Arakan area had also increased by 1,000 beds for 
Indian troops and too beds for British troops by the addition of three 
general hospitals at Cox’s Bazar, Chittagong and Mynamati One 
IGH(BT) of 500 beds from ComiUa and one IGH(IT) of 1,000 beds 
had been housed m Dacca and were nearing completion In Assam 
1,000 beds for Indian troops had been added at Imphal and 2,000 
beds for Indian and 500 beds for British troops at Kohima in four 
general hospitals In Calcutta area gradually 3,900 beds were provided 
Ranchi centre was planned to have, in due course, six general hospitals, 
two in Ranchi, two m Namkum and one each in Lohardaga and 
Chas Another two hospitals of 800 beds for Indian and 500 for 
British troops, making a total of four general hospitals of 1,700 beds 
for Indian and 1,500 beds for British troops, had already been located 
in the area This steady improvement in the provision of hospitals 
continued during the ensuing months The forward holding policy 
was maintained and was further implemented by bringing the hospitals 
to the forward areas The result was that two- thirds of the 
hospital and other medical installations of the Eastern Army were 
to the east of the Brahamputra This naturally reduced the extent of 
evacuation and allowed the early return of recovered personnel to the 
forward reinforcement camps It was to implement this pohey that 
two large hospital centres were planned m Kohima and Dacca 

In the Eastern Command and, after i October 1943, m the 
Fourteenth Army, the overcroi\ding of hospitals was a constant feature 
Below are given extracts of the returns showing the number of beds 
authonsed, equipped and occupied — 53 

Authorised Equipped Occupied 


Indian 

British 

Indian 

British 

Indian 

British 

troops 

Eastern Army 

troops 

troops troops 

13/14 September 1943 

troops 

troops 

20,417 8,434 

Fourteenth Army 

18,616 7,693 

16/17 October 1943 

20,265 

6,815 

12,700 

2,290 

10,400 2,290 

30/31 October 1943 

12,377 

*,974 

11, goo 

3,140 

11,213 2,185 

*3/14 Xoi ember 1943 

«3,532 

2,039 

12,100 

3,800 

11,113 

3,100 

14,620 

4.023 


53 QR/HQ, Fourteenth /\rmy from 2 September to 15 iNo\ ember 1943 
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Owing to this overcrowding, adequate attention could not be given 
to the patients Casualties had to stay in the hospitals for a consi- 
derable time before they could be evacuated. Owing to inadequate 
treatment the malaria relapse rate increased Had the provisioning 
of hospital beds been adequate, casualties would have been treated 
fully in the Command/Army area. But by December 1943, many 
of the general hospitals were reorganised. This reorganisation, 
combined with the fact that certain hospitals had been closed prior 
to their moving forward, produced a marked overcrowding in the 
hospitals, especially in those in the Ranchi area. This was further 
aggravated especially in the Fourteenth Army area owing to the peak 
of the malaria season occurring at the same time and was relieved 
only by an increased evacuation to the Central Command. 

Dacca had been established as a large hospital base by March 
1944. This group of hospitals was specially formed to deal with 
the Fourteenth Army cases but this was not always possible owing to 
the operational difficulties. The result was that at times severe cases 
had to be evacuated to the base hospitals in India. The Dacca hospitals 
were capable of treating 5,000 casualties and it was estimated that by 
15 January 1944, accommodation would be completed for a total of 


beds. The following hospitals were 

at Dacca . — 


Indian 

British 


troops 

troops 

No. 17 BGH 


IjQOO 

No. 62 IGH(C) 

500 

200 

No. 63 IGH(IT) 

1,000 


No. 76 IGH(IT) 

1,000 


No. 77 IGH(IT) 

1,000 



Two convalescent depots were opened in the area 

GHQ, policy was to evacuate all cases which would take over 
eight weeks to recover from the Fourteenth Army area to the base 
hospitals in the Central Command or Southern Army. Later, in the 
second quarter of 1944, it was decided to establish base hospitals at 
Ranchi and Dinapore for the treatment of casualties from the Fourteenth 
Army. The siting of base hospitals in more forward areas helped 
materially m the evacuation of casualties by reducing the time in- 
volved in the turn-round of ambulance trains. 

Two more hospitals wdth a bed strength of 1,500 for Indian 
and 200 for British troops were located in the Eastern Command 
area at that time. Later, in September 1944, it was decided to utilise 
the Ranchi hospitals for local troops only ; these were therefore unable 
to take patients from the Fourteenth Army. 

The hospital cover at Calcutta was also causing concern and 
a revision of beds had been made. The future planning there was 
dependent on the following factors * — 

(1) Formation of a new 1,000-1,600 bedded transit hospital. 


=*A/7/3o/H(M) 
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(ii) Release of one BGH there for its proper function as a field 
unit 

(ill) Tormation of a Rj\F hospital of 500 beds 
(iv) Release of 300 ‘ Air Raid Precaution ’ beds for military use 
by the Bengal Government 

The total hospital cover required for the troops in the area was 2,300 
for Indian and 1,200 for British troops The hospitals available were 
\ust adequate for the purpose if extensions totalling 850 beds for 
Indian troops already planned were effected It was anticipated 
that a majonty of these would not be available for another four to 
six months and until then the situation had perforce to remain un- 
satisfactory 

\ group of base hospitals with 4,200 beds for British troops had 
been planned in Ranchi by December 1944 Three IBGHs{BT) — 
3,000 beds — were already in position there The remaining 1,200 
beds for British troops were to be provided by No 47 BGH which was to 
move from Calcutta in January /I ebru ary 1945 To provide adequate 
cover in the convalescent depots for the base hospitals and field 
hospitals in Ranchi area, one convalescent depot for British troops was 
to open at Namkum Indian convalescent eases from hospitals at 
Dmapore were sent to the convalescent depot at Patna 

In June 1945, the medical services in the Eastern Command 
were divided into — 

(i) Medical arrangements for the Eastern Command troops 
(11) Medical arrangements for the ALPS E A troops 
A total of 12,533 beds was available for the Eastern Command 
troops The sick and the wounded from ALFSEA were treated 
in three mam hospital centres 

(I) Dacca 

Field hospitals for Indian and British troops — 5,900 beds 

(II) Ranchi 

Base hospitals for British troops — 4,200 beds 
{iiij Dmapore 

Base hospitals for Indian troops — 2,000 beds 
Casualties evacuated from ALFSEA passed through transit hospitals— 
No 119 IGH(C) (1,000 beds), Ahpore and No 67 IGH(G) (700 
beds), Dmapore Thus, the total number of beds maintained in the 
Eastern Command for the ALFSEA troops was 13,800 The total of 

hospital beds in Eastern Cominaiid was 26,333 ^t'oni i June 1945, 202 

L of C Area (Assam) came under the command of the Eastern 
Command There were important hospitals at Imphal, Manipur Road 
and Ledo To provide hospital cover for the troops in Assam, which 
approximately 1,50,000 at the time of take over from 
ALtbEA, 2,284 beds for Indian and 716 for BnUsh troops were handed 
ov^ to the India Command by ALFSEA In addition, three IGHs(C) 
at Gauhati, Manipur Road and Imphal, with a bed strength of 1,300 

“A/7/3 o/H(M) 
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beds for Indian and 700 beds for British troops, were taken on loan 
from ALFSEA to augment the hospital cover until the ALFSEA 
units in the area moved out. 

The re-capture of Rangoon resulted in a revision of hospital 
strengths and projects. The mam interest centred in the future of 
the Dacca group of hospitals. It was anticipated that the line of 
evacuation from Comilla to Dacca would close and hospitals in Dacca 
would automatically cease to admit patients. Until 15 August 1945, 
ALFSEA casualties from the forward combat areas were evacuated 
through the ALFSEA hospitals in 404 L of G Area at Comilla and 
Chittagong and arrived at the Dacca hospitals, or were evacuated by 
the hospital ships to Calcutta. The Dacca hospitals treated and re- 
turned to duty all cases likely to recover within three months The re- 
mainder were evacuated from Dacca to Sirajganj and thence to Calcutta 
for onward transmission to Secunderabad or by ambulance trams to 
the base hospitals in Dinapore or in the Central Command The 
Dacca group of hospitals had been sited, in the autumn of 1943, as 
near as possible to the forward areas and it is interesting to record that 
in this group 1,33,123 cases were treated during 1943-1945.^® The base 
hospitals for British troops in Ranchi were not used and all Bntish 
cases were evacuated to Secunderabad since it had been decided to 
keep these hospitals as a reserve It was considered that ALFSEA 
might unload a large number of cases on to the hospitals in India, 
at any time because hospitals in ALFSEA were kept full of the sick 
and wounded. This unloading of cases, however, did not occur as 
the war with Japan came to an end on 15 August 1945. Similarly, 
the hospitals at Dinapore also were not utilised to the full, but were 
used only to treat minor cases among the sick and wounded. The 
end of hostilities in Burma naturally resulted m the cessation of battle 
casualties. Sick, however, continued to be evacuated from the front 
to the hospitals in Eastern Command, which functioned till Decembei 
1945 The advent of peace meant that the building programme of 
hospital expansion was no longer needed. A stand-still was, therefore, 
oidered throughout the command and one by one the hospital 
projects were cancelled. Hospital planning m the Eastern Command 
had to be initiated a year ahead of the target date of completion and 
it was, therefore, inevitable that hospitals nearly completed were, 
as the war situation changed and finally ended, found to be unneces- 
sary. In October 1945, 404 L of G Area comprising the port of 
Chittagong and the important camps at Comilla were incorporated in 
the Eastern Command. There were nearly 2,00,000 troops in the area 
at that time and the main hospital centres were at Chittagong, 
Comilla and Agartala Thus, by October 1945, the Eastern Command 
had extended its eastern boundary to the whole length of the Burma 
border from Akyab in the south to Ledo in the north, a distance of 
560 miles. The total strength of the troops in the command at that 
time was approximately 5,00,000 and the number of hospital beds 
available was 35,364.57 


-6 Ai7/30/H(M). 
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Medical Sloies And Equipment' 


The medical stores orgamsaljoji in Indn under DGIMS wis 
instituted originally for military stores only The scope of this orga- 
nisation was later extended to include civil departments Gradually 
nongovernment institutions could also be supplied with medical 
stores by this organisation To augment the supply of various medical 
stores, manufacture of certain of these stores was started m the medical 
stores depots During \Vorld War I the manufacture of drugs in 
these depots had considerably advanced 

Just before the outbreak of hostilities in iQ'lo, the civil commit- 
ments of the medical stores organisation were greater than the military 
In 1937-38 civil issues were over twenty sevenand a half lakhs of rupees 
and military just over eleven lakhs of lupccs — a ratio of five to two 
In January 1939, a committee under DGIMS reviewed the question 
of medical stores but did not suggest any changes m the organisation 
The intention of the committee appears to haie been to augment 
the output of the stores organisation and to turn it into a civil institu- 
tion, but with the outbreak of hostilities the position reg irding civil 
and military stores was reversed In 1941-42 the civil budget for 
medical stores was thirty five lakhs of rupees while the military 
rose to three crorcs, a ratio of one to nine 

The arrangement for the supply of medical stores was peculiar 
DGIMS operated an organisation, paid from the defence estimates 
but concerned predominantly with civil needs He performed all 
the supply functions (provisioning, stocking and distribution), and 
not only purchased the medical stores both m India and abroad, 
but also manufactured some stores in his depots DAIS controlled 
the seven Aledical Mobilisation Stoi es located at Rawalpindi, Peshawar, 
Quetta, Lahore, Lucknow, Aleerut and Poona, where the equipment 
and stores received from the Medical Stores Depots of DGIMS were 
stocked for the field medical units, and kept ready for the immediate 
needs of mobilisation 

At the commencement of World War II there existed only six 
months stocks of imported stores and three months stocks of indigenous 
stores based on peace time requirements In June 1939, orders to 
the value of seven lakhs of rupees were placed for stores imported and 
locally purchased, with the object of laying m stocks to further re- 
plenish the requirements of the field medical units The stores so 
ordered plus the first replacement reserves already held by the 
medical stores depots made up a war reserve stock for five months and 
a reserve for field medical units for six months Nearly all the items 
required had to be ordered (Stock Lag Indent) by the Director 
General India Stores Department (DGISD) from the United Kingdom 

* H/6/45/H(M) Sec also Volume on Medual Stores and Equipment 
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The normal time required for the supply of an indent of this magni- 
tude in peace time would have been six months. Four and a half 
months after the indent was sent only 38 items out of 440 had arrived, 
some had been shipped and the balance was expected to be shipped 
at the earliest opportunity. 

There was also an arrangement with DGISD that as soon as 
a state of war was declared an indent based on six months’ supplies 
of stores required for the mobilised field medical units (Standing 
War Indent) would be complied with. This scheme also provided 
for the automatic replemshment, every six months, of the expendable 
stores contained in the indent and the supply of non-expendable stores 
as and when specially demanded. This indent, however, did not 
include the normal mihtary and civil requirements. On 8 October 
1939, DGISD informed DGIMS that the Standing War Indent had 
been taken up for compliance. 

It will be apparent from the above analysis of arrangements 
that the margin of safety was very small, and any serious interfeience 
with transport or manufacture could lead to a serious shortage. For 
some time after the outbreak of hostilities tlie position remained 
substantially unchanged. DMS and DGIMS, however, agreed 
upon certain unit scales and DMS placed his demands in terms of 
umts. The rest of the provisiomng, and all the supply and inspection 
work, continued to be performed by DGIMS. DMS, on the other 
hand, continued to pass all sanctioned programmes and indents from 
the overseas forces to DGIMS. 

Since the beginmng of the war. Medical Stores Supply Com- 
mittee under DGIMS had also been investigating local resources, 
increasing Indian production, and transferring items from the imported 
to the indigenous list. The production of drugs and dressings in 
the factories attached to the stores depots was being accelerated. 
DGIMS was purchasing from all available sources in India. He was 
thus able to supply the Medical Directorate with 50 per cent more 
than could have been expected. Yet the requirements still far 
exceeded the supphes. 

The stores held by DMS were steadily being depleted, and it 
appeared certain that very httle, at least so far as equipment and 
appliances were concerned, remained in the Military Medical 
Mobihsation Stores, The demands for equipment for the newly 
raised units could not be kept m abeyance. The scales of unit eqmp- 
ment were under revision and there ivas considerable delay in finalising 
them. The old umts had to be re-equipped on a scale never contem- 
plated before. All these demands had to be met from the meagre 
stocks available. The outlook seemed to be gloomy and any satisfactory 
arrangement almost impossible of realisation. The situation w^ 
further complicated by the fact that the ‘ Stock Lag Indent ’ and 
‘ Standing War Indent ’ contained field equipment only, but the units 
in Egypt and Singapore were demanding ordinary peace-time stores. 
This in turn threatened to deplete further the existing stocks. 
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FACTORS LEADING TO THE TAKING OVER OF THE MEDICAL STORES 
ORGANISATION B’i DM3 

Apart from the original hck of reserves, the shortages appeared 
mainly due to the lack of systematic provisioning The organisation 
of the medical stores depots had been permitted a large measure of 
independence No central ledgers in the accepted sense were kept 
and no penodical returns were rendered The exact position of stocks 
could not be determined DMS had no control o\ er these depots and 
experienced great difficulty in obtaining detailed information necessary 
in order to meet all contingencies The first and foremost remedy, 
therefore, was to evolve a proper piovisioning scheme which could 
solve the existing difficulties The othersolution was to get immediately 
a substantial release of stores from the United Kingdom or their 
early shipment from the United States of America The C-in-C 
ordered the PSOs Committee to discuss in detail the entire range of 
supphes of the medical stores This committee met in February 
1941 The main recommendation of this committee was that ‘ the 
DMS should undertake the whole function of pro\isioning as under- 
stood in the MGO’s Branch ' and that DGIMS should continue to 
hold the stores 

The above recommendation implied that DMS was responsible 
for (a) estimating the total quantity of stores m detail needed for the 
initial equipment of new units, maintenance and authonsed reserves 
for all military formations overseas (including Ceylon, Mauritius and 
Iraq) up to tlic extent for which India had accepted the responsibility 
and for the maintenance and authonsed reserve of all military units 
in India, and (b) placing demands for stores for the above purpose 
before the procurement authontics In order to estimate the total 
requirements properly DAIS had to get a complete picture of what 
stocks were held and where by DGIAIS on his behalf It was also 
important that the stocks at the disposal of DMS but held by DGIAIS 
should be accounted for separately from the stores for civilian require- 
ments A conference was held in June 1941, to examine the whole 
question and decide how best the stocks could be separately accounted 
for between DAIS, the civil and the Central Provisioning Office 
(CPO) It was agreed at this conference that DGIAIS should explain 
to his vanous depots the basis and method of division of stocks between 
the civil and military * DAIS thus became responsible for forward 
estimates of adequate stocks to meet all known commitments for initial 
equipment, reserves and maintenance 

The above arrangement did not prove altogether satisfactory 
Tile folloiving difficulties were inherent m this arrangement (1) DAIS 
could not venfy the actual stock position Under the existing system 
the first opportunity which he got of ascertaining the quality of stores 
was many months after they had become the property of the Defence 
Department (11) Once DAIS submitted indents to DGIMS he had 


* It was also agreed at this conference that a 
that common user items could be dealt with 


central purchasing officer be appointed so 
by the Director General of Supply 
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no effective control or information regarding the stores to facilitate 
forward planning and disposal of stores, (iii) DMS could not supply 
shipping forecasts as he had only meagre information about the weight 
and cubic capacity of stores, (iv) DMS could not expedite the des- 
patch of stores or assure himself that they had been despatched. He 
could neither answer queries from the overseas forces regarding the 
supply position nor did he knov/ with any degree of accuracy what 
stores at any time were available with the forces. 

DMS thus had no control over military stocks in the depots 
under the control of DGIMS and was unable ‘ to progress ’ the 
unit demands despite the fact that he was responsible for the forces 
receiving these stores. It was, therefore, decided that DMS should 
take over certain stores accommodation and personnel from DGIMS, 
and control equipment and stores sufficient for the initial supply of 
the field medical units and for reserves and maintenance of the forces 
under the administrative control of the Government of India. The 
first army medical stores depot thus came into being in February 
1942. But the supply of stores and equipment to the overseas com- 
mands and peace-time hospitals still remained the responsibility of 
DGIMS. This dual control was found to be unworkable. Hence 
from April 1942, DMS gradually took over full responsibility for the 
provisioning, accommodation, stocking and distribution of medical 
stores and equipment to all military medical units. The factories 
attached to the medical stores depots, however, continued to remain 
under the control of DGIMS. 

The assumption of this new responsibility gave rise to prob- 
lems which were as immense as they were numerous. The staff in 
GHQ, was inexperienced in all aspects of stores management as pre- 
vious to this their function was that of merely forwarding correspon- 
dence to and from DGIMS. Such depot personnel as were already in 
military employ were almost equally ignorant, since their experience 
had been limited to the mere building up of initial field equipment. 
An attempt was made to offset this lack of experience by absorbing 
personnel formerly under DGIMS who had experience m bulk storage. 
Simultaneously officers of the Medical Directorate approached the 
MGO staff for instruction in the methods of provisioning. Thus a 
nucleus of depot personnel and medical stores officers came into being 
around which the future stores organisation could be built But the 
greatest problem was the acquisition of suitable stores accommoda- 
tion and training of personnel. The task of distribution was further 
complicated by the fact that certain much needed items were in 
short supply. As the armed forces grew in size, the Priced Vocabulary 
of Medical Stores grew larger and more intricate, and as distances 
between the stores and the forward areas became greater^ so 
also did the problems that beset the medical stores organisation. 
In order to give some idea of these problems reference must now be 
made to the store organisation that was evolved and its important 
functions. Only certain aspects, such as provisioning, preservation 
of stores, supply of some special items, different types of units, 
distribution and financial aspects are discussed here. 
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THE MEDICL\L STORES ORO\MS\T10S \T ont> 


It nnv be rccillcd lint it the beginning of World \\ir 11 
there MIS no scpiratc section Mhich dcnlt purely with medic d stores 
DDMOW with one stilf oHiccr dcilt with stores millers ind m un- 
tamed hasion with DGIMS Hie first expulsion mis in IQ^, when 
a separate head of the section was ippointcd is DDL b in the rink 
of colonel with one ADMS, one D\DNtS, three SCs uid one OS 
In 1942, one more D VDMS ind 1 SC were iddcd In 1913. 
cstibhshmcnl was further incrcised by two more ADsMS, one 
DADMS and four SCs UIlinnteI>, in iQpi, when (he section hid 
taken over the entire responsibility for stores, the olheer stall con- 
sisted of i DDF 5. S, four \DAIS, one ADMS (Intcsugation Icim), 
nine DADsMS or D \AGs, six SCs, one ci\il bink olficcr, one OS 
and four CGO> The stores section w is sub divided into seven sub- 
sections «.u, idmimstnlion, phnmng, provision, stand irdisiiion, 
distribution, ordnince ind siiiistics 

Idministratiie Section Tins section w is responsible for the posting 
ind imning of stilT ind for all policy in itlcrs connected with store 
nnnagcmcni I he section cov cred such m liters is sccnrii) , monctar) 
illotmcnt, stores Inndling gear, buildings, cold slorigc, stocking, 
fire fighting measures ind powers of wnlc off, etc I he officers of 
this section spent a considerable portion of their time on tours, in 
visiting the stores units and settling their dilficultics on the spot 

Planmmi Section The function of this group wis to prepare 
standard detailed instructions of stores procedure, improve methods 
of stock holding and suggest measures to cut down the tune J ig m the 
despatch of stores from the depots to tlic consumer units 1 urthcr, 
they vscrc responsible for preparing directives relating to sccunty 
measures, prevention of losses tlirough dctcnoration, pilfering or 
faulty packing In order to fall into line with tlic ordnance proce- 
dure It was found necessary that the ADMS of this section should 
be an ordnance officer The MGO made one of lus experienced 
Officers available to take up the appointment of iVssistant Director 
of ordinance Service (ADOS) on tlie staff of DMS 2 


Provuion Section This section w is responsible for claculating 
and placing demands for the total quantity of medical stores and 
equipment required for die initial equipment of all units and for 
their maintenance and reserve requirements It reviewed previous 
demands to ensure that there had been no over or under provisioning 
function was ‘ the progressing ’ of all demands and 
the foHovv up of receipts wherever there was delay m supply Where 
wastage figures were not available, especially m respect of newly 
introduc^ section sought the advice of the consultants 

concerned The officer m charge of the section represented DMS 
on the medical panel of the Supply Department and also on the 
indi^nous classified stores to be procured into imported and 

Standardisation Section This section might well be called the 
professional section of the medical stores oriamsat.on It had to 
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deal with all technical and professional problems and had 
to contact various consultants and advisers on the staff of 
DMS concerning such subjects as deterioration, toxicity of drugs, 
substitutes, equivalents, special storage including temperature, 
humidity, control, tropic proofing, transport by air and in fact 
all conditions affecting the specifications of medicines, instruments and 
appliances. This work could not have been carried out satisfactorily 
without the assistance of an inspection orgamsation under MGO. 
They had to scrutinise constantly the PVMS and carry out necessary 
additions and deletions in the light of the latest medical literature and 
of advice from the consultants. This section had also to carry out all 
investigations and lay down specifications, in consultation with the 
MGO Branch, Chief Inspectorate of Medical Stores, in regard to all 
new equipment. 

Distribution Section , This section was responsible for the distribu- 
tion of medical stores and equipment in two phases. The first was 
the distribution from receiving points to the various stores holding units 
in accordance with their needs to maintain balanced stocks. The second 
phase of distribution was the actual issue to the consumer units. To 
avoid delays, a policy of decentralisation to the maximum possible 
extent was adopted. The section was also responsible for the building 
up of all new equipment and special sets for different branches of the 
service or for special operations. 

Ordnance Section : This section was responsible for co-ordinating 
the requirements of ordnance and engineer stores for all medical units. 
The most important work of this section was the preparation of war 
equipment tables (WET) of all medical units. 

Statistical Section : This section furnished, with the help of 
Hollerith machines, various kinds of data required for provisioning, 
and distribution. The advantages accruing from the statistical data 
were immense. It supplied the Provision Section with the aU-India 
stock position, receipts, dues-in, dues-out, initial and maintenance 
requirements, stores margins, wastage rates, etc. The information 
as regards items in short supply enabled the Provision Section to take 
timely action ‘ to progress ’ and procure such items expeditiously. 
Data provided by the Statistical Section to the Distnbution Section 
helped m the equitable distnbution of available stores and equipment 
to the various medical units and assigning appropnate priority, especially 
in the building up of new units. Preparation of controlled lists of 
items was also facilitated. The staff dealing with medical stores at 
Headquarters Armies/Gommand in India in April 1944 included one 
DADMS and two WOs class I. In addition, an ADMS (stores) 
was posted at each of the Headquarters of Southern Army and 
Central Command. 

The principal responsibilities of this staff were * — 

(1) to orgamse systematic indenting by units; 

(ii) to plan proper and equitable distribution of medical stores 
within Armies/Command, 
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(ill) to organise filling and circulation of gas cylinders which were 
in extremely short supply, 

(iv) to see to the repair of instruments and surgical equipment, 

(v) to establish proper liaison between the consumer units and 
medical stores organisation 


THE INSPECTION ORGANISATION 


The responsibility for the procurement and inspection of 
drugs, dressings and surgical instruments and equipment required by 
the Government was vested at first in DGIMS In the absence of 
specific acceptable standards, equipment was being purchased from 
trade and brought into use This resulted in numerous complaints 
by the surgeons and physicians about the quality of equipment issued 
to them Hence, in order to standardise inspection, the Inspectorate 
of Medical Stores under the Controller General of Inspection was 
formed early in 1942 The Chief Inspector of Medical Stores (CIMS) 
was located at Army Headquarters, Delhi and the Deputy CIMS 
at the Headquarters Inspectorate of General Stores, Kanpur This 
organisation was made responsible for formulating standards of inspec- 
tion and accepting all medical stores and equipment required for 
both civil and military needs 

To assist the existing manufacturers of surgical instruments 
in improving the quality of their produce, detailed specifications and 
drawings f%r simple instruments of general surgery were prepared 
by the inspectorate organisation Tnal orders were placed on 
different firms for small quantities of instruments, their products were 
inspected and technical reports enumerating all defects issued with 
suggestions for improvements These reports considerably helped 
the industry to effect improvements in the production of instruments 
But the quality of instruments produced still did not conform to the 
standard laid down by the Government In view of the considerably 
mcrcasd demands for instruments, it was essential to harness all the 
potential sources on a scientific and technical basis The medical 
inspectorate was, therefore, entrusted with the additional responsibility 
of research, design and development of all medical stores To achieve 
this end a surgical instrument development organisation was esta- 
blished with headquarters at Sialkot where most of the potential 
resources then exvst^ The process of manufacture of the instruments 
at every stage was controlled by the Government techmcians In 
the initial stages of development the standard of one source of supply 
for a particular item was adhered to This policy considerably helped 
to plan scientifically the manufacture of instruments 

f^IhdS established a chain of inspection depots first at Bombay, 
Madras, Calcutta and Lahore, and later m Delhi, Karachi, Lucknow, 
Dialkot and Kanpur, with technical officers to inspect the bulk 
supplies of medical stores delivered from the trade m India After 
inspection, stores were passed on to the Army or civil medical stores 
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depots. The ordnance inspection laboratories in Kanpur exer- 
cised control over instruments and appliances by means of check 
samples from bulk supplies. 

In November 1942, the ‘Grant Massie Committee’ reviewed 
the whole question of instrument production. They classified the 
instruments into those which could be manufactured in India and 
those which should be imported from the United Kingdom or the 
United States of America. The committee also recommended that 
the manufacture should be in accordance with specified standards. 

Officers of the Inspectorate of Medical Stores and Directorate- 
General of Munitions Production made exploratory visits to Lahore 
and Sialkot where most stores of this type were being manufactured. 
Based upon the information thus obtamed, they formulated a long 
term and a short term development policy to assist the trade. It 
was decided to initiate development in Sialkot. In the first instance 
this development was confined to four firms and in order of impor- 
tance it consisted of — 

(1) Provision of heat treatment furnaces and instruction in heat 
treatment methods. 

(li) Maintenance and conti'ol of all steel stocks and initiation of a 
steel utilisation system based on metallurgical and practical 
testing. 

(lii) Provision and instruction in the use of gauges, templates and 
measuring equipment. 

(iv) Provision and instruction in the use of forging dies , 

^ (v) Substitution of machine methods for existing hand methods 

(vi) Improvement of hand methods by special training 

(vii) Improvement of general production layout 

By July 1943, this development had reached a stage when it was 
found possible to include many other firms both in and around Sialkot 
and at Bombay and Calcutta. Actually ten firms tvere in the process 
of developing production of surgical instruments on an ‘ immediate 
improvement ’ basis. This improvement was achieved with the 
assistance of specialists from the firms already experienced and from 
the establishment installed by the Controller- General Inspection. 
These specialists were sent to various firms in order to equip them 
with the basic requirements for instrument production It was also 
found necessary to distribute the available technical staff among these 
firms to control and supervise their output. But an acute shortage 
of imported raw materials for surgical instrument industr)'^ and the 
paucity of the trained staff made it difficult to expand. Despite these 
difficulties, towards the end of 1943, the short term improvement in 
standards was established to a large extent and the initial output of 
1,50,000 instruments was achieved. 

Besides the shortage of technical personnel, other difficulties 
were also met with. Machine tools ordered from the Umted Kingdom 
did not arrive ; pyrometer equipment was not available in sufficient 
quantities, and indigenous steel proved so unreliable that production 



MEDICAL STORES \ND EQ,UIPMENT 


345 


could be maintained only by means of constant metallurgical investiga- 
tions and concentration of the experienced technical personnel on 
heat treatment 

For the long term dev clopmcnt plan the intention was to bnng 
experts from the United Kingdom This, ho\%cvcr, had to be 
abandoned, and ultimately only one foreman arrived and w is absorbed 
into the development organisation 

Progress was reviewed after the first programme of production 
and It was found that further improvement m the standards was 
still necessary It had not been possible to provide either tool room 
capacity or small components or special cutlers and tools Accommo- 
dation for development and inspection staff was so inadequate as 
to prevent efficient working Nlacliinc tools ordered by the firms 
had not arnved, and eventually proved quite unsuitable both from the 
point of view of cost and type, and were not taken by the firms 
Requisite standard of steel was the mam difficulty m production 
Large quantities of steel ongmally tried m the manufacture of 
surgical instruments had to be scrapped in 194-J, as a result of defects 
m manufacture and adverse met lUurgical reports Ultimately, suitable 
steel had to be ordered by air from the United Kingdom 

As a result of control, supervision and assistance by CIMS, 
the quality of indigenous manufactured surgical instruments improved 
considerably but it could not even >et come up to a really high 
standard Nevertheless, production of half a million surgical 
instruments, during the war was a remarkable achievement for the 
Indian industry, which at the start of the w ir was only m an embryonic 
stage 


THE MEDICAL STORES INVESTIGATION TOURING TEAM 

The Army Medical Stores had to face a number of practical 
problems such as the necessity of laying down a workable procedure 
for indenting by medical units In order to investigate such problems 
a Kledical Stores Investigation Team was formed m rebruary 1943 
and consisted of 'two officers The functions of the team were as 
follows — 

(i) to give instruction to medical units in correct indenting , 

(11) to establish proper liaison betiveen the various distributing 
authorities, especially at ports, 

(ill) to explain the correct system of auditing by local audit officcis, 

(iv) to make sure that medical units did not hoard stores over 
authorised scales or m excess of actual requirements, 

(v) to study the position of imported stores, which would finally 
lead to the taking over by DMS of Medical Stores Transit 
Uepot at Bombay and proper accounting at this depot, 

(vi) to collaborate with the Statistical Section and Finance Depart 
ment for correct maintenance of ‘ dues m * figures, 

(vii) to survey all activities of stores holding units 
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The success of the team was greatly enhanced by a close liaison 
with DDE & S, Although the team was not a part of the Stores 
Section of the Medical Directorate, the head of that section and his 
various officers were invariably consulted before starting and at the 
conclusion of each tour. Should a similar team ever be constituted 
in the future, this last point is of major importance since it would have 
led to an impossible situation if the DDE & S had felt that his efforts 
were being opposed by an independent organisation. 

ARMY MEDICAL STORES 

The assumption of responsibility by DMS early in 1942, with 
regard to storage, supply and distribution of military medical stores 
and equipment involved the necessity of reorganising the seven existing 
Medical Mobilisation Stores together with the taking over of the Civil 
Medical Store Depot at Karachi and the forming of an Army Medical 
Stores (AMS) at Bombay. Thus, in February 1942, 9 AMSs were 
formed : — 


Class 1 Class 11 Class 111 


Lahore Poona 

Bombay Meerut 

Karachi 


Peshawar 

Rawalpindi 

Quetta 

Lucknow 


In July 1942, the AMS Lucknow was raised to a class I establish- 
ment owing to the availability of accommodation there and its central 
position from the point of view of rail or road communication. 

Not long after, new AMSs had to be established owing to the 
need fob further expansion and acute shortage of storage accommo- 
dation in the existing stores These additional AMSs were established 
at : — 


Class I — Calcutta 
Class II— Delhi 
Jhansi 
Raipui 


in January 1943 
m February 1943 
m April 1943 
in April 1943 


The AMS installations were directly administered by the Medical 
Directorate .3 The establishments of different AMSs were as under. 


3 The mam functions performed by the AMSs were as follows — 

AMSs 

"Bombay- Supplied stores to medical units within its area of supply, including Ceylon 
Received bulk of imported stocks and held specialised equipment like dental 
and ENT 
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The success of the team was greatly enhanced by a close liaison 
with DDE & S. Although the team was not a part of the Stores 
Section of the Medical Directorate, the head of that section and his 
various officers were invariably consulted before starting and at the 
conclusion of each tour. Should a similar team ever be constituted 
in the future, this last point is of major importance since it would have 
led to an impossible situation if the DDE & S had felt that his efforts 
were being opposed by an independent organisation. 

ARMY MEDICAL STORES 

The assumption of responsibility by DMS early in 1942, with 
regard to storage, supply and distribution of military medical stores 
and equipment involved the necessity of reorganising the seven existing 
Medical Mobilisation Stores together with the taking over of the Civil 
Medical Store Depot at Karachi and the forming of an Army Medical 
Stores (AMS) at Bombay. Thus, m February 1942, 9 AMSs were 
formed : — 


Class 1 Class II Class III 


Lahore Poona 

Bombay Meerut 

Karachi 


Peshawar 

Rawalpindi 

Quetta 

Lucknow 


In July 1942, the AMS Lucknow was raised to a class I establish- 
ment owing to the availability of accommodation there and its central 
position from the point of view of rail or road communication. 

Not long after, new AMSs had to be established owing to the 
need for further expansion and acute shortage of storage accommo- 
dation m the existing stores. These additional AMSs were established 
at : — 


Glass I — Calcutta 
' Glass II — Delhi 
Jhansi 
Raipur 


in January 1943 
in February 1943 
m April 1943. 
in April 1943. 


The AMS installations were directly admimstered by the Medical 
Directorate .3 The establishments of different AMSs were as under' 


3 The mam functions performed by the AMSs were as follows — 

AMSs 

Bombay- Supplied stores to medical units within its area of supply, including Ceylon 
Received bulk of imported stocks and held specialised equipment like dental 
and ENT 
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RESERVE BASE MEDIC \L STORES 

Early m 1944, in connection with fon%ard planning, two 
reserve base medical stores (RBMS) were formed viz » No 36 RBMS 
at Panagarh and No 37 RBMS at Avadi (Madras) These were, 
respectively, under the administrative control of No 3 Reserve Base, 
Panagarh and No 4 Reserve Base, Avadi The establishment of 
each of these units was as follows — 


Commissioned officers 3 

WOs 2 

VCOs 2 

Other ranks (Indian and Britisli) 37 

NCs(E) 173 


The function of No 36 RBMS was mainly to supply medical 
stores to the stores holding units in ALFSEA and to the units in the 
operational areas as well as the onward transmission of medical stores 
to the Fourteenth Army No 37 RBMS held reserves for both the India 
Command and ALFSEA including reserves for overseas forces and 
the civil requirements of the SEAC It was also responsible for holding 
‘ Maintenance Blocks ’ 

Lahore- Supplied to umti within its area of supply and built up sets of mmal equipment, 
abo held medical items for RAF and ■veterinary requirements 
Karachi- Supplied stores within its areas of supply and to overseas forces also received a 
portion of imported stocis 

Lucknow- Supplied stores to units withm its area of supply 
Meerut- Held stores and equipment for British units and special items 
Poona- Supplied X ray and electro therapeutic equipment to all units 
Rawalpindi- Built and held sets of initial equipment, also held microscopes 

S'shawar'^} initial equipment 

Calcutta- Supplied stores to units within its area of supply and also held reserves 
Delhi- Held anti malarial equipment frustrated cargo and items not mentioned in 
vocabulary oi stores 




MEDICAL STORES AND EC^UIPMENT 


349 


by their keeping 'i vigilant eye on all consignments of medical stores 
and ensuring their correct onward despatch to the consignees 

This unit, although located at Lahore, supplied squads to all 
the important AMSs and the import depot it Bombay for escorting 
consignments of medical stores The officer in charge of these squads 
(a major) was responsible for the movement of medical stores through- 
out India He was to arrange all priorities required by the AMSs and 
base depot medical stores He was also to co ordinate the move- 
ments of medical stores into the operational areas, investigate all 
losses in transit, personally visit all points where there were serious 
hold ups and suggest remedies on the spot This measure consider- 
ably reduced delays as well as losses of valuable stores in transit It 
was found from experience that the usefulness of this unit would 
increase if it was split up into separate groups and if these groups 
were posted as escort squads to all important AMSs, Import Depots 
and important ports such as Calcutta, Vizagapalam and Madras 

To CO ordinate action and to have much closer control over the 
movement of stores for SEAC, one transit depot medical stores was 
raised on 31 August 1943, at Aurangabad It was moved to Vizaga- 
patam in 1944 Stores for the maintenance of overseas forces under 
the control of SEAC were exported through the port of Vizagapatam 
The mam functions of this unit were — 

(i) transhipment of stores for overseas , 

(u) issue of medical stores to the ships in the haibour , 

(in) issue of medical stores to the units passing through, which had 
to be equipped in an emergency , 

(iv) supply of stores to Ceylon 

THE ARilY MEDICAL IMPORT DEPOT 

Prior to DMS taking over the stores organisation, t transit 
depot medical stores existed at Bombay and was administered by the 
Department of Supply This depot received all imported medical 
Stores and distributed these to the different consignees Early lu 
1944, this depot was placed under military control, and its designation 
was changed to ‘ Army Medical Import Depot ’ But it continued 
to receive all imported medical stores both for military and civil 
purposes 

In time this depot developed into a ‘ disposals cell ’ The csta 
blishment of this unit consisted of — 

Commissioned officer 1 

Quartermaster , 

WO ; 

VCOs } 

Other ranks 

Civilian supervisory staff . 

Civilian clerical staff 
CiMhan subordinate personnel 

quircd up to a 
monetary limit of 
Rs aojooo per month 



348 


ADMINISTRATION OF MEDICAL SERVICES 


BASE DEPOTS MEDICAL STORES 

These were responsible for supplying medical stores to all depot 
medical stores in the forward areas and base general hospitals located 
within their areas of supply. Ten Indian base depots medical stores 
were raised. They were located in Kirkuk (Iraq), Colombo (Ceylon), 
Bangalore, Asansol, Gauhati (later Chittagong, then Rangoon), Mam- 
pur Road (later Malaya), Chittagong, Singapore, Panagarh and 
Lucknow, respectively. 

The establishment of each of these units consisted of : — 


Commissioned officers 2 

WOs . 2 

VCO . I 

Other ranks (Indian and British) 22 

NGs(E) 65 


DEPOTS MEDICAL STORES 

These were responsible for supplying medical stoies to the field 
medical units located in their areas of supply. In all, twenty-five 
depots medical stores were raised. These served the medical units 
m India, Assam, Burma, Ceylon, Malaya, Iraq and the Middle East. 

The establishment of each of these units consisted of : — ■ 


Commissioned officer i 

WOs 2 

VCO I 

Other ranks (Indian and British) 20 

NCs(E) 49 


There were also fourteen sub-depots, serving the medical units in 
Arakan, Burma, Singapore, Malaya, Hongkong and Andamans. 

TRANSIT DEPOIS MEDICAL STORES 

One transit depot medical stores was located in Lahore to 
perform the following functions : — 

(I) The escorting of medical stores of operational urgency and 
of great value from an Army medical store depot to the 
consignee units ; 

(II) the tracing of any stores lost in transit ; 

(iii) the handling of stores from the bases into the dock areas 
and their loading into ships for onward transmission to the 
theatres overseas. 

It was found that in a majority of cases the delay in the receipt 
of stores by the consignee units was due to the transhipment difficulties 
at junction stations, or at the ports. Often the consignments were 
held up at the junction stations and mislaid. It was, therefore, 
decided to post squads of stores personnel at important loading station^ 
transhipment bases and ports, so that the delay could be avoided 
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TlfE TR^VNSPORT FOR MEDICAL STORES 

There was an acute shortage of railway rolling stock and road 
transport It ^vas, therefore, suggested that a small transit shed 
be provided at each load point in order to maintain the quick turn 
round of railway wagons and to provide a means of ficihtaUng the 
placing of regular demands for road transport Two sheds were 
ultimately provided, one at Lucknow, area 4,000 square feet, and the 
other at Dadar (Bombay), area 7,000 square feet The problem 
of road transport however, continued to cause difficulties The 
Q>IG finally asked the sUUon staff officers to arrange for transport 
on ‘ as required basis * from the general purposes transport pool 
or to provide hired transport This was the position till August 1945 
Towards the end of 1945, the whole question was reviewed 
and in early 1946, regular transport was authonsed for each of the 
stores on the scale given below — 







Army Mcdi 


AMS 

AMS 

AMS 

36 

cal Import 


Lahore 

Lucknow 

Bombay RBMS 

Depot 

Bombay 

Lorries 3 ton 

3 

3 

G 

5 

2 

Truck 15 cwt 

a 

2 

a 

1 

1 

Motor cycles 
Bicycles 

I 

4 

1 

4 

1 

4 

1 

2 



RELATIONSHIP WITH OTHER BRANCHES, DEPARTMENTS AND AGENCIES 

The medical stores organisation had constantly to liaise with 
other branches of the GHQ^, departments of the Government of India 
and agencies connected with the supply of medical stores The 
relationship with some of them is discussed below 

General Stajf Branch The General Staff Branch was responsible 
for giving the information regarding orders of battle, strength of the 
forces, number and type of medical units required for operations, 
immediate and long term, and appreciations of all operational plans 
The DMS w as thus kept informed of the general staff plans and could 
formulate his medical plans accordingly 

lUGO Branch The MGO Branch supplied ordnance stores and 
clothing which formed a considerable part of the equipment of medical 
umts Although the DMS was not responsible for the supply of non- 
medical stores to the medical umts, he recommended to the MGO 
the details of the items required m the WETs of the medical units 
An ordnance cell was established in DMS2 to deal with the prepara- 
tion of and additions and deletions in WETs of medical units To 
enable the MGO to take provision action for ordnance stores and 
equipment for the medical umts, information was provided in 
advance by the DMS regarding the number and types of units which 
were required to be raised dunng a particular period Medical 
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CENTRAL RETURNED MEDICAL STORES DEPOT, LUCKNOW 

The magnitude of the work relating to the disposal of medical 
stores and equipment and to the disbanding of units was enormous 
and it was found necessary to establish a central receiving unit for 
this purpose. At first this task was assigned to No. 35 Base Depot 
Medical Stores and No. 6 Depot Meciical Stores, located m Lucknow. 
In May 1946, both the units were amalgamated to form the Central 
Returned Medical Stores Depot. The depot received returned stores 
and after reconditioning, distributed them to the store-holding units. 
Its activities increased considerably to an extent which had not been 
envisaged correctly in the beginning. In addition, accommodation , 
for storing the stocks was extremely limited and vast quantities had 
to be stacked in the open for want of covered space. The average 
daily receipt of returned stores was between 80 and 160 tons which 
had resulted in the accumulation of about 2,000 tons of stores 
Although special teams of inspection personnel from the Controller 
General Inspection were attached to this depot for categorisation of 
stores received from the disbanding units, yet the volume of stores 
arriving was so great that it could not be coped with by the staff. By 
the end of July 1946, the depot had moved to Campbell Lines in 
Lucknow, after having changed its location twice previously. All this 
time the stores had been pouring m from the disbanded units. Out 
of a total tonnage of about 4,000 received in the depot, only about 
700 had been cleared. Besides, m spite of strict security measures, 
it appeared that pilfering had been going on. In October 1946, 
special officers from the Medical Directorate, accompanied by the 
military finance authorities, visited the depot with a view to finding 
out ways and means for a speedy clearance of the accumulated stores. 
It was realised that this huge accumulation was attributable to the 
shortage of trained staff, changes m the depot location and bad 
documentation by the units. Immediate remedial measures were 
devised. The officer staff was increased to three (officer commanding 
being a major) ; the labour strength was augmented by 150 civilian 
labourers, and 150 lORs , the inspection teams were progressively 
raised to seven and several trained assistant superintendents were 
temporarily drawn from other AMSs and attached to this depot. 
The security measures were tightened by the erection of a barbed 
wire fence around the entire barrack area. Special instructions were 
issued for improvement in documentation by the returning units. 

The inspection teams were responsible for the inspection of all 
surgical instruments and testing and reconditioning the drugs and 
dressings. Unserviceable drugs, vaccine, and sera were destroyed 
completely , unserviceable surgical instruments were broken up beyond 
possibility of further use and sent to the salvage depots as scrap metal. 
Repairable items were despatched to the depots responsible for this 
work These measures improved matters, although when the depot 
was eventually disbanded in November 1948, there were still 30,000 
packages of unchecked stores. These were ultimately handed over 
to the armed forces medical stores depot (ex AMS), Lucknow. 
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A medical branch of GPO was organised in the middle of 1941 
under the control of an ADMS with the object of taking over from 
the DMS responsibility to meet the demands of forces in the Middle 
and Far East and also to provide for the needs of, countries in the 
Eastern Group which could not be found from local sources The 
GPO medical staff was attached to the Medical Directorate for training 
The Medical Directorate also accepted responsibility for providing 
the following information (a) the data on which provision action 
for the Middle and Far East had been taken , (b) the procedure m 
force for calculating the requirements and making forward provision 
programmes , (c) the scope, in detail, of the provision already made 
by India for the Middle and Far East , (d) the list of medical stores 
which were not obtainable m India and which the Middle and Far 
East had been instructed to obtain from the United Kingdom, and 
(e) the details of stocks and dues in to be transferred to the GPO 
account 

In November 1941, when the medical branch of the GPO was 
weaned away from the Medical Directorate with its records of provi- 
sion action and stock schedules, the responsibility for all future provision 
action for medical stores on behalf of the Middle and Far East devolved 
on the GPO Thereafter, the responsibility of the Government of 
India was confined to making provision for (a) her own internal 
forces, (b) any forces raised for overseas with their reserves and (c) the 
maintenance and reserves of any overseas forces for which she was 
responsible 

The responsibilities of the Medical Directorate and the GPO 
medical branch for the supply of medical stores to different countries 
Were as follovvs — 


Aiedical Directorate 
India including SEAC 
Ceylon. 

Iraq 

Persia 

Mauritius 

Seychelles 


CPO 

Middle East (constituting Egypt, Palestine, 
Sudan, Kenya, Uganda, Tanganyika, Aden 
aqjd operational areas within ^Iiddle East 
Command) 

Far East including Malaya 

Australia 

New Zealand 

Burma 

Hongkong 

North and South Rhodesia 
Nyasaland 


In December 1941, responsibility for military medical supplies 
transferred from the CPO to the Medical Directorate 
Medical stores of CPO were "kept all the time m the medical stores 
depot ofDGlMS 

The Medical Directorate, when temporarily short of medical 
stores had received assistance from the GPO to whatever extent 

ppn I” 5 stocks From time to 

time the GPO had aUo been offering stores which were surplus to 
their requirements The demands of DMS on the United Kingdom 
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advice was also given in order to evolve the correct type of equip- 
ment. In order to ensure that only standardised stores and equip- 
ment were held in AMSs the Controller General of Inspection was 
made responsible for the research development, fixing specifications 
and inspection of medical stores 

QMG’s Blanch ' The QMG’s Branch arranged transport for the 
medical stores both within and outside India and for the items that 
were necessary for the manufacture of medical stores. The DMS 
had also to depend on the QMG for certain raw materials required 
in the manufacture of insecticides and larvicides. Early m 1945, 
it was considered expedient to transfer all hygiene chemicals^ from 
the Medical Directorate to the QMG’s Branch. 

Engineer-in-Chief • Enginecr-in-Chief supplied some of the im- 
portant Items such as air conditioning plants, refrigerators, ice boxes, 
ice making machines, desert coolers, fans, lighting sets, etc. 

Supply Department . After the separation of military stores from 
the civil control, the Supply Department controlled the planning 
and purchase section of the DGIMS. The DGIMS was adviser to 
the Supply Department This meant that the Medical Directorate, 
the Central Provision Office and the office of the DGIMS were required 
to place their firm demands on the Director General Supply for their 
requirements of medical stores. The decision regarding procure- 
ment in India or abroad was also taken by the Supply Department. 
In order to categorise items into indigenous and imported there was 
a Technical Screening Committee which met at intervals to take stock 
of the exact productive capacity of various items m India. The 
DMS maintained continuous liaison with the Supply Department, 
especially in respect of progressing of indents, through Medical Store 
Panel meetings. 

CPO : A conference of the representatives of the Dominions and 
the Eastern Group Countries was convened in October 1940, in New 
Delhi to secure maximum production of war supplies for the Armed 
Forces serving in the Eastern Group Area. To coordinate and cen- 
tralise the requirements and the production of the constituent members 
of the Group, the Eastern Group Supply Council was set up. A 
military Central Provision Office was also established to provide the 
Council with data for supply action and to receive and satisfy rnain- 
tenance demands presented by the local provision offices established 
by the military commands in the Eastern Group countries and the 
eastern theatres of war. In the case of medical stores the chief supp- 
lying country was India. All sources had to be tapped before placing 
demands either on the United Kingdom or the United States of 
America in order to conserve shipping. 


1 See page 342 

5 Hygiene chemicals transferred to RIASC included the following 
foot powder, spiritus methylatus, outfit water sterilising, tablet dechloi mating, blea- 
ching powder, alumina sulphate, DMP, DBF, anti-mosquito cream, DDT, 
green, pyrethrum solution, sodium arsenite, soap stone powder, of Kieselgurn 
sodium thiosulphate, triton and xylene 
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on the India Supply Mission, Washington As this system caused 
to the jndentors some confusion concerning the actual items trans- 
ferred to the United States of America for procurement, in November 
1944 ^ definite procedure in respect of diversion of demands from 
London to Washington \vas evolved Under this revised procedure 
DGISD intimated to the Supply Department (Amencan purchase 
section) the items of indents w^ch ^ve^e not available in the United 
Kingdom If the value of the stores in the indent was over one 
thousand dollars they were obtained under the lease/lend arrangement 
When the value of the stores was less, these were procured on cash 
payment The limit for the purchase of stores by cash was later raised 
to two thousand dollars The quantity could be increased or decreased 
according to the stock position of the stores at the time of the prepara- 
tion of the indents Another special point to note was that a certain 
Item might be in short supply in the USA, so that unless the India 
Supply Mission was briefed fully regarding the necessity of stores 
required there ivas the possibility of supply being held up Pro- 
gressing of such indents was undertaken by the Amencan purchase 
section of the Supply Department ’ 


THE UNITED KINGDOM 


The GHQ, Co ordination Committee reviewed from time to 
time the various aspects of supply of stores In February 1941, when 
the question of equipping medical units for overseas and the provision 
of new medical units v. as discussed, the supply position of the imported 
medical stores gave cause for anxiety It appeared that the medical 
units included in the 1940 Expansion ’ and ‘1941 Replacement ’ 
schemes would not be ready until well into 1943, nearly eighteen 
months after their infantry formations had concentrated It was, 
therefore, felt that unless the general supply position of the imported 
medical stores was set right, medical units could not be raised by 
specified dates The lime lag in the fulfilment of demands for the 
imported items was generally twelve to eighteen months 
The Committee’s recommendations were — 

( 1 ) To prepare temporary medical equipment tables based on the 
supply position and taking into account the time lag m securing 
compliance of indents 

(n) To minimise time lag, India Office to be asked to place orders 
for medical stoies without calling for tenders as for ordnance 
stores 

(ill) To ask India Office for automatic slupments of medical stores 
from the United Kingdom on an agreed perccntaLc basis of their 
production 


f /Unu nomal/y oilatJitJ from Imenca a/id Ccji&dii leat 

gangrene XcUwr Adtxolm 
PoiaMU f>crman?anaj Mutu uumtn ublcu 
S!5^b5\“^'u.p‘^'eT MP Ma„ r,d.=graph> 
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were normally passed to the Ministry of Supply and simultaneously 
to the War Office. Against his demands the stores were obtained 
not only from War Office stocks in London but also in some cases 
from the stocks held by the GPO in India which were under direct 
War Office control. 

With a view to informing India of the capacity for production 
and the availability of medical stores in the Eastern Group countries 
other than India, the GPO used to provide the DMS with lists of such 
Items from time to tirne.® 

Owing to the lack of suitable machinery, the capacity for 
pioduction of various medicinal tablets m India was limited. The 
GPO, therefore, explored the possibilities of supply from other countries. 
In certain cases raw materials were offered with a view to getting the 
same made into tablets. Mepacrme powder was one of such items. 

To avoid any confusion, separate series of indent numbers 
were allotted to the military, civil and raw material indents placed 
on the GPO by the DMS. 


THE UNITED STATES OF AMERICA 


It was possible to obtain from the USA many of the items which 
were not available m the UK. When the lease/lend arrangements 
were finalised m November 1943, the position concerning the obtaining 
of supplies from the USA eased. 

In the early stages the Defence Services demands from India 
were normally sponsored by the War Office and were submitted 
through the British Army Staff, Washington. In certain cases the 
demands were passed by the War Office to DGISD, who placed them 


^ Items available from Australia and amounts available at once or on short notice — 

Atropine and Salts 500-1,000 oz Amyl Nitrite C^sules 5,000-10,000. Barium Sulphate 
(X-ray) — Large quantities Ghlorbutol — Up to two and half tons per annum. Greta 
Praep — Almost unlimited. Ether (Anaesthetic) — 100 tons Ethyl Chloride (Anaesthetic) — 
25,000-50,000 tubes Homatropine Hydrobromide— Possibly to meet all Indian requirements. 
Hydrogen Peroxide — Up to 50,000 lb per annum Hyoscme Hydrobromide — Many 
hundreds of ounces Kaolm — Large amounts Magnesium Carbonate (Pond and Levis) 
— 100 tons per annum Magnesium Sulphate — Hundreds of tons per annum Magnesium 
TrisiUcate — Up to perhaps twenty-five tons per annum Paraldehyde — Two and a half 

tons annually Plaster of Pans (Surgical type) — Many hundreds of tons per annira. 
Proflavine — Many hundreds of pounds per annum Syringes Hypodermic “Record 
Type — 2 cc , 10 cc and 20 cc available Sodium Sulphate — Several hundred tons per 
annum Sulphaguandine Tablets — Large resources Sera and Vaccmes — ^Very large 
resources Catgut — Up to 200,000 tubes per month Ishihara, Colour-Vision Test ^A 
reprmt available Dental Alloy — 5,000-10,000 ounces. Copper Amalgam — ^yOOO 
packages per annum Plaster of Pans (Laboratory type) — Quantities unlimited Plaster 
of Pans (Impression type) — Quantities unlimited Syringes, All Metal, Anaesthetic, 
Raison Pattern — 1,000 syringes Production could be mcreased if necessary Trimmers, 
Dental Plate, Carborundum (Substitutes fbr vulcanite burs) Made as required Many 
other small items could be made available ^ , 

Items available from South Africa Aether Anaesthcticus B P , Alcohol Rectifaed 
Spirit B.P , Apparatus, oxygen, cylinder Key lever for 

Items available from New Zealand Tmctura Stramonii BP 

Items available from Palestine Soda Bromidum B P Artificial Teeth Dental burs 
(Tungsten Steel) Available from Southern Rhodesia Dental Alloy 
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shvoraent This information helped DMS m making suitable adjust- 
mpnts at the time of provisioning The lists of items that were m 
short supply m India were forwarded by DMS to the medical adviser 
in the United Kingdom so that he could gi\e special attention in 
expediting supplies for those items 


PROVISIONING 

The provisioning included fixation of scales of reserves and store 
margin,® calculation of a long term programme of future requirements 
including reserves and store margins, maintenance requirements at 
war wastage rates and placing of firm demands on procurement 
authonties Until October 1940, there was no proper system of 
provisioning Sporadic demands v\erc placed on DGIMS for one 
or two umts at a time llns resulted in small supplementary indents 
being placed on DGISD for imported medical stores To improve 
this situation DGIMS first obtained in October 1940, a consolidated 
list of umts which could be foreseen He was thus able to submit 
indents m bulk to the Umted Kingdom and to concentrate upon 
provision for these units only The Medical Directorate forwarded 
demands for initial equipment for various medical units referring to 
respecuve scales The Medical Directorate also prepared a I;st 
* U ’ of expendable stores representing the maintenance requirements 
of all field medical umts and regimental units m one division plus 
base units for one month A list *UI 5 ’ was also prepared for the 
requirements of non-expendable stores for one divisional group for a 
penod of six months 

DMS took over the responsibility of the provisioning of medical 
stores from DGIMS about the middle of 1941 A separate sub section 
was formed in the Medical Directorate (DAIS 2) whose mam function 
was to work out the estimates of requirements, demands for which, 
when checked and approved by the Military Finance Department, 
were placed on the procuring authonties These estimates had to be 
prepared well in advance of the date of their requirement When 
the demands had been made it was the responsibility of this section 
to watch the progress of receipts and to accelerate, reduce or cancel 
outstanding items on the basis of stock position and actual consump 
tion Estimating, however, was a difficult process depending on 
vanous factors which could not always be accurately determined 
Actual consumption, precise knowledge of new introductions or 
advances in medical science, the theatre of operations and human 
or individual factors were the basic elements which required senous 
consideration before any estimates could be prepared When the first 
estimates were prepared there was little knowledge available of actual 
consumption This led to under estimating of some items and over- 


n.,.. ^ 1 was not a resme but v^as intended to cover error in estimating the 

w »n supply and demand In the case of imported stores a six months store margin 

thpn neccssanr r g if the initial issue of item X tv as i 000 and us hfe was six months 

then the store margin for six months was calculated as i 000 monins 
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(iv) Where supplies were insufficient, to request India Office to 
arrange procurement of deficiencies from the United States of 
America. Immediate remedy being either a substantial release 
of stores from the United Kingdom or early shipments from the 
United States of America. 

(v) Reserve units asked for by the DMS to be sanctioned readily 
in order that indents for their initial requirements could be 
placed as early as possible. 

The whole question had to be placed before the War Resources 
Committee on 2 November 1943. This led to the investigation of 
the problem by the Bedaux Committee. This organisation recom- 
mended that the Supply Department should prepare a conservative 
estimate of ‘ dues-in as on 30 November 1943. Even up to the 
end of 1943, however, the supply position of imported medical 
stores was not adequate. The procurement procedure was 
therefore altered. DMS could now order direct from the United 
Kingdom. The Supply Department continued to be respon- 
sible for the procurement of indigenous medical stores and received 
demands for them from all indentors including the DMS. 

A small technical committee was also set up to classify all medical 
stores into the following four categories : — 

(i) stores not manufactured at all in India , 

(11) stores which could be manufactured m India but which it was 
better to import as finished articles because 50 per cent, or 
more of the materials had to be imported ; 

(ill) stores which could be manufactured in India, but which required 
imported raw materials up to 50 per cent. ; 

(iv) stores manufactured in India wholly from Indian raw materials. 

All demands for (1) and (li) were to be placed on DMS who 
ordered these from abroad and for (iii) and (iv) on the Supply Depart- 
ment. The Supply Department in turn was to place on DMS demands 
for imported raw materials necessary to manufacture (lii). 

The Secretary of State for India had also agreed to have stores 
for DMS and DGIMS packed separately. The primary object of 
seeking the acceptance of the principle of separate packing was to 
discontinue receipt of bulk stores in India, which involved breaking 
up packing cases before delivery to the ultimate consignee and thus 
leading to pilferages, breakages and waste of time and matenal. After 
discussion, instructions on the revised procedure for ordering imported 
medical stores were issued by the Supply Department to all con- 
cerned. 

The medical adviser to the Secretary of State for India watched 
the interests of DMS in every possible way Before finally forwarding 
the indents to DGISD, he explored the possibilities of obtaining 
supplies through the War Office and the Ministry of Supply. To 
keep DMS informed of the supply position of various items a quarterly 
‘ shipping statement ’ was furnished to DMS showing the items and 
quantities that had actually been shipped and those which were under 
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moDths there was likely to be an increase or a decrease m any parti- 
cular disease The esumates were also scrutinised by the stall 
officers of DMS, and then subjected to a further scruUny by the 
Finance Department After the financial sanction had been obtained, 
firm demands were placed on the following procunng authorities — 

(i) For indigenous items on the Department of Industries and 
Supplies, India 

(u) For imported items direct on die Secretary of State for India, 
London, who procured them through the following organisations 
of the Umted Kingdom — 

(a) DGISD 

(b) Ministry of Supply 
(cl War Office 

(in) For imported itenis obtainable on lease/lend or otherwise from 
the Umted States of America, demands were initially placed on 
the Industnes and Supplies Department, India, which diverted 
them to the India Supply Mission, Washington 

The work of the provisioning section did not end here It had 
to keep a constant watch on both consumption and receipts, carry 
out periodic (three monthly) provision reviews of aVV items m the 
PVAIS caned demands where stores had been over ordered and 
increase the demands where these had been under ordered 

It may be observed here that the time taken m the fulfilment 
of firm demands was approximately six to nine months in the case 
of indigenous items (in some cases it took anytlung up to two years) 
As regards the imported items the time lag was approximately twelve 
to eighteen months 

Apart from the responsibihty for the provisioning of medical 
stores for the Army mcluding the Vetennary Corps, DMS was respon- 
sible for the provision of medical supplies to the Naval and Air forces 
as well as to the forces of Indian States, Umted States, operating m 
India (supply was out of the lease/lend), China and Aihca ** 


‘«Up to 1943 aJl dftnands were placed on the Industries and Supplies Pepartment 
mcluding imported items 

Supply Department obtained stocks from CPO 

The open tender s>’Stem was abolished for urgent operational demands and such items 
were procure irrespective of the cost m the shortest po sible time in India as well as from 
the United Kjn^om 

•• Va al end Air Forcti — 


wppbts to Uie Naval and \ir Forces comparauv ely small The 

esuroattd annual rcqmrcmc^ of medical stores for the RIN were furnished well in advance 

of mcdical storcs to the RIN Vvas 


vC * V tr stores 10 luc rv, 

S /wfEi X ? ^e Ro>aI Navy was dependent on the United Kingdom 

of immediate need when the ship; 

any of ^e Indian ports Responsibility for dm provision of medical 
as also to the R.\F operating in India or SEAC devolved on India 


OnI> 


Indum Sme: Forcu- 


lndiai?Vf^i^'^ was responsible for the supply of medical stores and equipment to the 
with the Imhin n when they were serving outside their own slates in spcciHc roles 

oaS^Mt progressed DMS agreed to supply medical storcs on 

payment to theStates Forces even when these were stationed within their ow-n states, sub;ect 
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estimating of others. This was mainly due to the introduction of 
many new items whose consumption could only be guessed in the 
initial stages. Moreover, the human factor or the requirements of 
the individual fighting soldier could not be exactly gauged in respect 
of the consumption of drugs. The constantly changing General 
Staff target and area of operations made it impossible to forecast the 
strength and movement of the armed forces, which were often altered 
without any warning. Nevertheless, a system was gradually evolved 
and a technique was developed which facilitated adequate provisioning. 

Provisioning directives were issued by the General Staff from 
time to time. These were based on the following factors : — 

(I) Initial requirements for building new units or replacing those 
which had been lost by hostile action. 

(II) Maintenance requirements for all units already functioning. 

(ill) Store margin to cover fluctuations in the maintenance require- 
ments. 

(iv) Mobilisation reserves based on war wastage figures 

(v) Special reserve for selected items which took a considerable 
time (more than eighteen months) to manufacture. 

(vi) Initial and maintenance requirements of newly introduced items. 

(vii) Special items such as anti-malarial drugs where the provisioning 
was based entirely on the advice of the consultants and advisers. 

The working out of the estimates for initial requirements was a 
simple arithmetical calculation and the work was made relatively 
easy by use of the ‘ Hollerith ’ machine.® The requirements for store 
margin and war reserves were also worked out in the same manner. 
Special reserves were calculated for a longer period in the case of 
certain selected important apparatus and appliances. 

The calculation of maintenance requirements was somewhat 
complicated. DMS had to know the monthly maintenance figure 
for each item, and for this purpose AMSs had to send monthly returns 
to the Hollerith section giving receipts and issues of each item stocked. 
For this data the Hollerith section worked out the monthly main- 
tenance figures of each item. The total maintenance requirements 
were then worked out by multiplying these figures by the period for 
which provisioning was to be made. The final figures, as received 
from the Hollerith section, were then subjected to close scrutiny by 
the provisioning section as well as by the consultants and advisers. 
The final estimates, therefore, were not based only on mechanical 
accounting but on a consideration of the professional aspects also 
These estimates were reduced or increased in accordance with the 
advice of the consultants who knew best whether in the succeeding 


9 It will be interesting to note here that before installing Hollerith machine forty clerks 
were employed on this work alone and even then the final calculations were not always 
correct 
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by the end of 1944, the covered accommodation occupied by the 
medical stores was over 1,300,000 square feet 


distribution 

The policy concerning control ind distribution of medical 
supplies was directed by DMS (DMS2) and the execuUve control 
and distnbution ivere vested in the AMSs The distnbutioii would 
have been a simple affair if there had been an abundance of stocks 
There would have been no need for frequent policy directives if there 
had been no shortages or delays in the receijit of stores To avoid 
shortages provisioning must be correct and timely action must be 
taken to replemsh stocks Distnbution was entirely dependent on 
provisioning In order that DMS could organise the distnbution of 
medical supplies equitably, he had to be in possession of tlie following 
data — 

(i) stocks m the AMSs , 

(11) stocks ordered , 

(m) stocks due to be received m the AMSs , 

(iv) items m short supply , 

(v) Items on * blocked * list (these were newly introduced items) , 
(vt) list of new field medical units to be raised and for which initial 

equipment was required , 

(vii) initial requirements of regimental medical equipment 

The policy of proper distribution was first formulated by DMS 
in July 1943 The distnbution was based on the consolidated all- 
India stock position The types of indents dealt with by the AMSs 
were (a) maintenance, (b) initial, (c) deficiency, (d) controlled items, 
and (e) specialist equipment 

The general principles governing distnbution were — 

(i) responsibility of distribution rested with the officers commanding 
AMSs , 

( 11 ) no definite percentage was allocated for stores since the distnbn 
Uon of individual items was dependent upon stocks already held 
at the various stores , 

(ill) after the examination of the stock position tlie distribution was 
to be calculated m such a manner as to maintain stocks at the 
required level at the mam store holding units, mainly AMSs, 
Lahore, Lucknow, Bombay, Karachi and Calcutta 

Certain items were centered at the stores" indicated below — 
(commodity stores) 

(i) Dental instruments, appliances and materials, AMS, Bombay 
(11) Microscopes, AMS, Lahore 
(ill) Anti Malarial Equipment, \MS, Lucknow 


'See PVMS 
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Accurate provisioning depended upon the total stock position 
of each item in the DMS’s store holding units ; and ‘ dues-in ’ state- 
ments from the procuring authorities It was lack of these two very 
important factors which led the DMS to provision, in the early stages 
of the war, mainly on ‘ guess figures DMS naturally played for 
safety and m a larger number of cases over-ordered his requirements. 
The biggest demand for both indigenous and imported items was 
placed in 1942-43. These demands began to materialise only at the 
end of 1944, and early in 1945. The DMS had covered his require- 
ments of indigenous items up to 1946, and imported items up to 1947, 
The war, however, ended in August 1945, and in consequence thou- 
sands of tons of medical stores became suddenly surplus to the require- 
ments. 


STORAGE ACCOMMODATION 

DMS started his stores organisation with a covered accommoda- 
tion of 250,000 square feet. This gradually expanded and ultimately. 


to the availability of ‘ short supply ’ items and those which were on ‘ controlled ’ or ‘ blocked’ 
lists 

United States Forces located in India — 

Medical supplies were made available to these forces under ‘ Blanket sanctions ’ on 
leciprocal lease/lend The stores were supplied against forward estimates given by Head- 
quarters United States Forces Service of Supply 

Chinese Forces in India — 

Issues of medical stores were made where surplus stocks were held and when they 
would not affect the normal maintenance reqmrements of Indian and British units Demands 
for issue of stores to Chinese forces were made by Headquarters United States Forces Service 
of Supply on behalf of the Chinese Issues to Chinese forces were only made against GHQ 
Issue Oiders All such demands, were endorsed 'British lease/lend to China’ All urgent 
demands, however, were met by the local depots without waiting for GHQ sanction. 
Approximately 2,000 tons of medical stores from India were issued to Chinese forces 

East and West African Divisions — 

Those divisions which, when they arrived in India, were deficient of certain items 
of initial equipment, had their demands met from India in order to bring them up to scale 

Aid to Civil Defence — 

For the ARP and civil defence work in India, medical stores were also supplied from 
military sources to supplement those provided by Provincial Governments and philanthropic 
bodies 


Civil Affairs Servues — 

Medical requirements of the civil population of Burma were accepted as an operational 
commitment 

ALFSEA— 

Nearly 1 0,000 tons of medical stores were supplied to ALFSEA for the various theatres 
Andamans, Nicobars, Singapore, Batavia, Sourabaya, Bangkok, Saigon, Hongkong, 
Borneo, Penang, Rangoon under specially named schemes, viz , Popcorn, Shackle, Pouter, 
Spaghetti, Bibber, Masterdom, Armour, Ribbon, etc The stoies consisted of both initial ana 
mamtenance items 


Persia and Iraq Command — 

India was to a great extent meeting the medical supplies toPAIC up to August 1945 ? 
after which Middle East took over this responsibility 
Supplies to Ceylon Command — 

Supplies of medical stores were made through No 1 1 Base Depot of Medical ^ores 
which functioned in Ceylon from 1942 to 1946 Medical stores were despatched to uocos 
Islands, Addu Atoll, Islands Gan and Wilhngh and the naval hospital at DugaUwaia^ 
The Dutch displaced personnel also got their medical supplies from this somce 
i 945 > large quantities of medical stores were supplied by No 1 1 Base Depot Medical ^ ® 
to Force 136 as miscellaneous consignments and as Mastiff sets dropped in special air- r p 
containers mostly in Malaya 
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aUotments were made to the Armics/CommTnds based on their monthly 
estimates The Armies/ Commands then distnbutcd the items m 
accordance with the requirements of individual medical units 

Commodity Items Indents \vere placed on stores holding parti- 
cular Items 

Slocked Items These were items newly introduced into tJic 
PVMS and issues were made only on the authority of GHQ, when 
the stocks matenahsed 

‘ HlNOL ’ SYSTEM OF DlSTRIDUTION 

This system was evolved for equitable distribution of medical 
Stores within the vanous AMSs The word * Hinol ’ was evolved to 
show the level of stocks, namely, ‘ High ’, ‘ Normal ‘ Low * and 
‘ Cntical * In order to simpUfy the preparation of stock level reports, 
a pnnted form ivas prepared in which all non commodity items were 
printed, mdicating against each item, the symbol of the stock level 
being indicated, e g , H N L or G Stores were required to indicate 
on these reports the level of the stock held compared to the scales 
This was to be done by * nnging ’ the relevant symbols This could 
be further simplified by maintaining a continuous record of stock 
levels by a system of coloured signals attached to their stock account 
cards These stock level reports w ere forwarded to the Army Medical 
Import Depot on the first day of each month, with copies to GHQ, 
along wth the assorted Hollerith stock reports 

DISPOSAL CELL 

The Army Medical Import Depot, Bombay became the * disposal 
cell ’ Each AMS intimated to the disposal cell all fresh receipts of 
mdigenous stores Being the import depot it was already in possession 
of the fresh receipts of imported stores The AMSs reported to the 
Import Depot their stock level and the disposal cell after persuing 
the stock level in each AMS distributed the fresh receipts (imported 
and indigenous) to the vanous AMSs in order to bnng up their stock 
level to the required scale 

Previous to the ‘ Hmol System ’ the AMSs were free to place 
orders on other stores for inter store transfers where one store had 
a higher stock than the other It was found from experience, how- 
ever, that the AMSs transferred or demanded stores without first 
ascertaimng the availability of stocks The result of this was com- 
plete confusion and delay m the compliance of indents 

AIR TRANSPORT OF MEDICAL STORES 

The first known instance of the use of aircraft to supply the 
Amy w^ at the siege of Kut m 1916 Two bags of atla were sus- 
pended from each wing of an aircraft and were released at the 
opportune moment by the observer cutting the cord Dunng World 
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(iv) Items marked for Veterinary use, Reserve Base Depot 
(Veterinary), Lahore. 

(v) X-ray apparatus, appliances, films and chemicals, AMS, Poona, 

(vi) Not included in the PVMS’ items and Section 30, AMS, Delhi 

It was impressed upon the officers commanding AMSs that 
the policy as directed by GHQ^ had to change very often and the best 
person to know what to do was the officer commanding the depot 
who received the demands and complaints of the consumers. 

CHAIN OF DISTRIBUTION 

The chain of supply was as follows : — 

(1) GHQ^was responsible for an equitable distribution among 
the various AMSs and base medical stores. 

(11) AMSs were responsible for supply to — 

(a) base medical stores ; 

(b) base depot medical stores , 

(c) all static medical units located within the area of supply ; 

(d) building up initial equipment for the new units being raised. 

(iii) Base medical stores were responsible for supply to the 
medical holding units in the field. 

(iv) Base depot medical stores were responsible for supplying all 
depot medical stores in the forward areas and base general 
hospitals located within their areas of supply. 

(v) Depot medical stores were responsible for supplying to the 
field medical units located in the area of supply. 

ISSUE SYSTEM 

Issue of stores was made on the following system * — 

Maintenance Indents : These were placed every quarter on the 
dependent store holding units and consisted of items of which there 
were adequate stocks. These indents were not referred to GHQ,. At 
first the procedure was that the units had to submit their indents 
through their ADsMS. Later, units were instructed to place the 
indents direct on AMSs. The officers commanding AMSs were 
given the authority to scrutinise and to reduce the demands if they 
considered this necessary. 

Initial Indents . Issue orders for initial reqmrements according 
to the Medical Mobilisation Equipment (MME) scales were prepared 
by the Medical Directorate and forwarded to the AMSs for com- 
pliance. Units were not required to place any indents for initial 
equipment. 

Controlled Items : GHQ_ prepared from time to time lists of items 
in short supply and such items were rationed out to the units on a 
percentage basis according to the pnonty of requirements. Bulk 
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certain Ucms by air than by 5,ca The use of certain vaccines and 
drugs could be spread over a longer penod before they became Ume 
expired when the period of transportaUon was reduced 

It was obviously uneconomical to allocate individual aircraft 
for the carnage of medical stores The Medical Directorate there- 
fore asked for air lifts on the Movements (Air) Directorate, QMG’s 
Branch, stating the consignee, the weight of the stores, and the 
reasons for urgency of despatch The Movements Directorate examin- 
ed the vanous applications received and allocated serial numbers 
and pnonties accordingly This information was sent by telegram 
to the Medical Adviser to the Secretary of State for India in 
London 

The procedure as outlined above was inevitably laborious, and 
it was agreed that 200 pounds of urgent medical stores could be 
despatched monthly on a permanent pnonty basis, and for which 
senal numbers had been pre-allotted This amount was later in- 
creased to 500 pounds, which was normally split up into four iveeMy 
consignments of 125 pounds each 

Karachi served as the mam airport for the reception of stores 
from outside sources The Embarkation Commandant undertook 
to clear them to the AMS, Lahore, from ivherc they were des- 
patched by road, rail or air to the other AMSs or direct to the medical 
umts The road and railway transport services of India were not 
the ideal means of distributing perishable medical stores, which 
deteriorated considerably as the result of delays, rough handling and 
exposure to extreme temperatures There ^vas thus considerable scope 
within India for distributing medical stores by air m the interest of 
efficiency 

Much consideration ^vas given to selecting equipment and 
traimng personnel for airborne medical units The majonty was 
required to parachute from the aircraft , others \^ ere landed m gliders 
Initial equipment had to be light in weight and capacity packed 
The largest problem was that of packing the medical stores into con- 
tainers, which involved the greatest care in selecting items for suit- 
able container loads In this connection it must be remembered that 
the breakage of some small component of a delicate instrument might 
render the whole instrument valueless , the contents of a single broken 
phial might contaminate the whole container Therefore, considerable 
emphasis had to be laid on the packing of medical stores m special 
airborne containers and packs 

The following blocks were designed to facihtate the supply of 
medical and associated ordnance and RIASC stores m the operational 
areas — 

(1) liailahon Group {Block, * A ’) This was intended to cover the 
requirements of a battalion group without a surgical team 
for twcnt)*four hours m a separate operation, or an isolated 
battalion m a larger operation These blocks could be used 
m a divisional operation to supplement blocks ‘ B ‘ C ’ 
and 
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War I, the Germans tried to make use of Zeppelins for dropping 
supphes to their forces in East Africa, but these turned back without 
accomplishing their mission. In the interval between the two World 
Wars, the potentialities of air supply were demonstrated when food 
and medical supphes were dropped to stranded explorers, and to 
airmen who had been forced to land m isolated parts of the world. 
In addition, there were a number of occasions when troops engaged in 
operations on the north-west frontier of India were similarly 
supplied. 

In Burma and SEAC, airborne supplies were chiefly used to 
maintain infantry forces in cases of emergency, or where supply by 
land was impracticable owing to the absence of suitable tracks. 
During the later stages of the evacuation of Burma, a small air des- 
patch unit with improvised equipment was hurriedly formed to feed 
and maintain refugees travelling from Myitkina towards Assam, 
as well as the irregular forces which were delaying the Japanese in the 
Ghmdwin valley. Over a period of three months about 3,000 tons 
of stores of all types were supplied by air, mainly by free-dropping. 
When in 1944, the land communications of a large element of the Four- 
teenth Army m Arakan and Imphal were cut, all available aircraft 
were used to meet the emergency, and in the month of June alone 
nearly 14,000 tons of stores including medical were flown to the troops 
isolated in Imphal. 

Besides the operational aspects of maintenance by air, increasing 
use was made of freight carrying aircraft to transport medical stores 
into India from outside and to distribute these within India, processes 
which came to be known respectively as the outer and inner zones 
of supply. As the air lift available was barely sufficient to transport 
even an infinitesimal percentage of India’s requirements, its use was 
confined to the carriage of urgent and specialised stores of the 
following categories . — 

(i) items required to save life, like iron lungs , 

(11) material for pathological research ; 

(ill) commodities such as penicillin, vaccines and seia , 

(iv) items in short supply. 

As most of the medical stores were of light weight in relation 
to their volume, these were suitable for air transportation. Speed in 
the transportation of commodities in short supply was frequently of 
paramount importance. By reducing the time lag between the placing 
of an indent and its materialisation, troops got the benefit of some vital 
drug or medicine which otherwise they would have gone without. 
For example, when the use of mepacrine was extended to include 
suppressive treatment, existing stocks in the country were totally 
inadequate to meet the increased demand. Aircraft delivered appro- 
ximately two hundred million tablets, equivalent to a three months 
supply for all the armed forces at very short notice 

Despite the apparent greater expense incurred in air transpoit 
as opposed to sea transport, it was still more economical to despatch 
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having regard to the type of labour and materials then available 
Thirteen lORs of the lEME were also sent to Roehampton for 
training in the manufacture of artificial limbs In the beginning 
the Artificial Limb Centre was still dependent upon a commercial 
firm in Sialkot for the supply of half finished wooden limbs The 
lEME Workshop in Rawalpindi, in the meanUme, had been experi- 
menting m the manufacture of metal parts of the wooden hmbs 
By the end of 1944, the centre itself took on the manufacture and 
fitting of artificial limbs except for the metal parts which were 
manufactured in the lEME Workshop, Rawalpindi The most 
suitable timber for the manufacture of artificial limbs was willow, 
obtainable from Kashmir But owing to the unsatisfactory quality 
of the wood supplied and the delay in procuring a suitable type 
through the Department of Supply and Industries, willow was 
obtained from the United Kingdom The supply of leather was 
also arranged from there 

The greatest difficulty was in respect of the supply of upper 
hmbs, which ivere made of metal Tivo types of upper limbs were 
being manufactured in the United Kingdom — (a) the ‘ dress 
arm ’ with no mechanical gadgets , (b) the ‘ ivorking arm ’ ivith 
appropriate gadgets m accordance with the vocation of the amputee 
The lEME Workshops m Rawalpindi and Poona experimented on 
these appliances, and some of their products were quite satisfactory 

It was suggested at one time that wooden hmbs were heavy and 
that arrangements should be made for the manufacture and supply 
of metal hmbs It was contended that although the metal limb 
was slightly lighter and better shaped it would not be a suitable 
limb for India due to the climatic conditions Furthermore a metal 
limb requires constant supervision and care on the part of the 
amputee and this was not to be expected of the type of amputee in 
India 

In August 1945, two experts in the production of artificial 
hmbs visited the Artificial Limb Centre, Kirkee Their recom- 
mendations were embodied in a report which gave some veiy help- 
ful suggestions These were implemented as far as was possible 

Three medical officers of the lAMC were sent to the United 
Kingdom for training Two of these medical officers attended a 
short course and the third one remained for about a year to learn 
the work of manufacturing artificial limbs at Hangers Limited On 
completion of his training he was posted to the centre as second in 
command This was the position of the centre when the war 
ended It was realised that the arrangements to stabilise this centre 
were not yet complete 


'* Tjpes cj Ltmbt supplied bji the irlifieiiil Limbs Centre, hirkee 

Abo%e knee peg leg Below knee limb Below knee peg leg 
Below elbow %Norkmg arm BeS 
T& ubk Through h| amputations 

bi-mes amputations 
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(n) Brigade Gioup {Block ‘ B’) : This was intended to maintain 
a field ambulance and the battalion RAPs for twenty-four 
hours. It was approximately four times the size of Block ‘A’, 
(ill) Surgical Centre {Block ‘ C ’) .* This consisted of twenty-four 
hours maintenance for a surgical centre consisting of two 
teams, and was supplementary to Blocks ‘ A ’ and ‘ B 
(iv) Divisional Reserve {Block ‘ D ') : The divisional reserve block 
was intended for delivery to the most central field ambulance 
to form a reserve, and also to supplement the field ambul- 
ance which served the bulk of divisional troops. The stores 
were sufficient to enable a rapid build up of reserves m the 
early stages of an operation. 

SUPPLY OF SURGICAL INSTRUMENTS AND APPLIANCES 

Various complaints were received regarding the supply and 
quality of surgical instruments. The output in the United Kingdom 
was limited and the demands from the Commonwealth countries were 
enormous. The surgical instrument was not a commodity which 
could go into mass production at short notice. Certain types of surgical 
instruments, particularly ear, nose, throat and eye instruments, were 
mainly hand forged. Large quantities of medical stores and equip- 
ment including surgical instruments worth millions of pounds fell into 
the hands of the Germans in France. Subsequently the demands 
were extremely heavy and the forces in the west received priority 
over the forces in SEAC and India. DMS at that time was forced 
to accept whatever was available in the local market and this was 
not of the very best quality. The solution lay m establishing the 
manufacture of surgical instruments in India under proper expert 
supervision. ‘3 

In 1945, the DMS was informed that the War Office 
reserves were available for India owing to the cessation of hostilities 
in Europe and also that there was surplus capacity for the manu- 
facture of surgical instruments m the United Kingdom. Action 
was taken to condemn all sub-standard instruments used by medical 
units and to replace them by those imported from abroad. 

SUPPLY OF ARTIFICIAL LIMBS 

The pre-1939 position was that the service amputees were 
dependent on certain firms in Sialkot and Bombay, as the number 
of limbs to be fitted was limited. In the early period of the war 
an attempt at fitting, and to some extent manufacturing, these 
limbs under military supervision was started at the military hospital, 
Sialkot. A contract for the supply of limbs was given to a local 
contractor. This system of supply continued till early 1944? 
was not found to be satisfactory. It was, therefore, decided to 
start an artificial limb centre at Kirkee under the command of 
Lieut. -Colonel A. M. Ghaudhuri IMS/IAMG, who organised the 
manufacture of artificial limbs under most difficult conditions, 


*3 See page 342 
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(uo Photo Rontgeo Umt (Mass Mimaturc Radiography sot) Vicioi 

K X 14 complete with generator for the examination of GurUia 


(iv) High powered X-ray sets for military hospitals with T B Wings 
The following X-ray sets sere supplied to military hospitals 
and field units 111 India during World War II 


Name 

Maker 

Country of origin 

Output 

I 

2 

3 

4 

MX I 

Watson’s 

United Kingdom 

60 KV to ma 

MX 11 

Watson’s 

United Kingdom 

83 KV 15 ma 

P 3 “^7 

Victor 

United States of Amcuca 

70 KV 1 3 ma 

Centralix 

Phillips’ 

Holland 

65 KV 5 ma 

MX III 

Watson’s 

United Kingdom 

go KV 50 ma 

DRF 

Victor 

United States of America 

75 KV 15 ma 

D 338 

Victor 

United States of America 

85 KV 20 ma 

80 KV 25 ma 

DR 338 

Victor 

United States of America 

85 KV 20 ma 

80 KV 25 ma 

Demountable 

Victor 

United States of America 

85 KV 15 ma 

70 KV 20 ma 

MobiUx 

Watson’s 

Umted Kingdom 

40 60 amps 

80 KV 

Mobile 

bolus 

Umted Kingdom 

go KV 30 ma 

Mobile D 

Phillips 

Holland 

go KV 30 ma 

KX 1330 

Siemen’sTuto 

Victor 

Umted States of America 

85 KV 200 ma 

Siemen s 

Germany (now made in 

85 KV 400 ma 

helipphos 

British Rad 

United Kingdom) 

Field Service 

Picker X ray 

United States o£Americ:i 

85 KV 30 ina 

setMDXII 

Corporation 


85 KV 15 ml 
(ivith geiieratoi) 

PH 105 

Phillips 

Holland 

loo ma at 85 
KV 

KX 10 

Victor 

United States of \nieiic i 

80 140 KV 10 

s r no 

Watson s 

United Kingdom 

100 KV 10 ma 

Photo Rontgen 
Umt 

KX H 

Victor 

Umted States of Ameiica 



PROVISION AND DISTRIBUTION OF \ RA\ FILMS AND CHEMICALS 

Pnor to the end of i943^ all X-ray films and chemicals were 
obtained under contract from Messrs Kodak Limited and Messrs 
Illford Selo (India) Limited, on an as required basis The firms 
were responsible for the storage and distribution of these stores 
Indents received from the hospitals were scrutinised at GHQ, and 
the firms despatched supplies direct to the hospitals concerned 


368 


ADMINISl RATION OF MEDICAL SERVICES 


/ 

X-RAY AND ELECTRO-MEDICAL EQUIPMENT 


Up to April 1930, all X-ray stores were supplied to military 
hospitals by the X-ray Institute, Dehra Dun ; these stores were 
obtained from DGISD. This system gave the various X-ray 
specialists and others a free hand in the matter of ordering equip- 
ment, with the result that heterogeneous types of X-ray sets came 
into use in the military hospitals. The X-ray Institute closed down 
m 1930 and DMS took over the responsibility of supplying X-ray 
stores. 

Despite the financial restrictions which considerably retarded 
the provision of new equipment, by 1937, most of the X-ray depart- 
ments were fitted with the new apparatus and standard accessories, 
and by 1941, almost all the old type of X-ray equipment had been 
replaced by the modern apparatus and accessories. 

By the end of 1942, when an increased number of casualties 
was being received from overseas theatres, it was seriously felt that 
the military X-ray departments in India were quite inadequate to 
cope with the work. Early in 1943, it was decided that one radio- 
graphic unit consisting of one static X-ray set and one portable set 
witli associate equipment should be provided to field and base 
general hospitals, all garrison hospitals over 350 beds, 25 per cent, 
of garrison hospitals under 350 beds, (one static X-ray set with 
associate equipment only) to hospital ships and a mobile X-ray unit 
per casualty clearing station. 

As a result of the above decision, orders for the X-ray apparatus 
and accessories were immediately placed on the United States of 
America and the United Kingdom, but on account of the shortage 
of supply in both these countries progress was very slow in the 
beginning. The Indian market could meet only 15 to 20 per cent, 
of the total requirements. Consequently the DDE&^-n?ind the 
Consultant Radiologist at CHQ, visited the United States oUAmerica 
and the United Kingdom in order to expedite supplies. As a result 
of their determined efforts nearly 200 X-ray sets of different makes 
were imported into India within a period of six to nine months. 
In spite of all the difficulties experienced in obtaining the X-ray 
equipment, the idea of its standardisation was never given 
up. Nearly 80 per cent, of military hospitals and field medical 
units were supplied with modern and uniform X-ray sets. 

The policy regarding the supply of X-ray equipment to 
military hospitals and field units was further revised in i944j when 
it was decided to provide X-ray equipment for all the hospitals with 
a bed strength over fifty. Sanction was also obtained for the 
provision of the undermentioned special X-ray sets : — 

(1) Victor K X 12-30 X-ray Set 85 KV 200 ma; one for each base 
general hospitals. 

(11) Victor KX 10 Superficial X-ray Theiapy Sets foi the foui 
Superficial Therapy Centres, 



MEDICAL STORES AND EQUIPMENT 


371 


correction of measuring instruments Four X-ray technicians were 
also appointed one in each Army/Command, to look after the day- 
to-day maintenance of the X-ray equipment of medical units The 
Technical Engineer Officer (Radiolo^) visited medical units and 
advised on all technical matters As a result of these measures the 
efficiency of X-ray departments improved considerably 

SPECTACLES 

Dunng the pre-war years the supply of spectacles at public 
expense was confined to BORs The supply of spectacles was 
obtained through ‘ running ’ contracts with civilian opticians 
Dunng World War II this concession was extended to lORs and 
NCs(E), under certain conditions 

It was found, however, that apart from the exhorbitant 
prices charged by the civiUan firms there was considerable delay 
in the supply of spectacles, mainly due to the difficulty of obtaining 
lenses from abroad The Army, therefore, established its own 
spectacle centres and obtained the lenses required through official 
channels The concession of free supply of spectacles to Indian 
Army personnel during the war penod was in order to enable all 
available manpower to be used to the maximum extent This 
concession was accepted later as a permanent post-war measure 
The centre in Poona was also entrusted with the supply of artificial 
eyes 


PEST CONTROL 

Due to limited accommodation in AMSs large stocks of stores 
had to be stacked m the open In spite of precautions, the climatic 
conditions prevailing m the country were conducive to the detenora- 
tion of stores In 1944, therefore, an ‘ Inter Services Stores 
Preservation Organisation ’ was formed to function as an advisory 
body, to give technical advice and to tram personnel with a view to 
checking loss of service stores through deterioration of t biological 
nature (1 e pest control) Opportunity was also taken to 
tram suitable BORs from the AMSs It thus became possible to 
protect, to a large extent, items like wool, cotton, bandages, packing 
cases, orthopaedic equipments, etc , against different kinds of pests 
Officials of the ‘Inter Services Stores Preservation Organisation ’ 
also inspected the medical stores and gave the necessary advice 
Mtcr the pest control operations were undertaken, the incidence of 
loss in the medical stores installations due to biological damage was 
considerably reduced 


COLD STORAGE 

DMS was faced with the problem of making suitable arrange 
ments for cold storage of huge stocks of perishable drugs and stores 
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This worked very successfully without the loss of a single X-ray 
film on account of deterioration or time expiry. In 1944, X-ray 
films and chemicals were also brought into line with the other 
medical stores and consolidated demands for them were placed on 
the United Kingdom. 

ELECTRO-MEDICAL EOUIPMENT FOR MATOR AND MINOR REHABILITATION 

CENTRES 

Prior to 1944, some items of electro-medical equipment were 
authorised for the military hospitals with orthopaedic wings. As 
the base general hospitals were called upon to treat casualties which 
required the special use of electro-medical apparatus, such equip- 
ment was authorised for each of these hospitals, forming major 
rehabilitation centres. Similarly minor rehabilitation centres were 
formed in field, general and garrision hospitals. The following 
Items of electro-medical equipment were supplied to the rehabilita- 
tion centres ; — 

I (1) Apparatus, Galvanic, Portable. 

(u) Bath Radiant Heat 
(in) Apparatus, Faradic 

(iv) Apparatus, Diathermy 

(v) Bath, Schnee, four cells, with stands and electiodes. 

(vi) A complete set of diffeient electrodes. 

(vii) Lamp, Infra Red Ray, 

(vni) Lamp, Ultra' Violet complete, 

(ixl Table, treatment, electro-therapeutic. 

FORMATION OF X-RAY STORES DEPOT AND REPAIR WORKSHOP AMS, 

POONA 

Prior to 1941, there was no special depot for the X-ray stores. 
Most of the reserves of X-ray equipment were stored at the Military 
Hospital, Poona. This arrangement was not very satisfactory. 
Difficulty was also experienced in the proper supervision and repair 
of X-ray equipment and appliances. X-ray sets were installed and 
repaired by private firms, and these would sometimes refuse to send 
their technicians to military hospitals in the North Western Frontier 
and other field areas. Consequently a special depot for the storing 
and repairing of X-ray and electro-medical equipment was opened 
at Poona towards the end of 1941. An X-ray engineer from Messrs. 
Philips Electrical Company Limited, Calcutta, was conscripted and 
employed in AMS, Poona. This officer was designated ‘ Technical 
Engineer Officer (Radiology) ’ in the rank of major and was directly 
under the control of the consultant radiologist at GHQ,. His 
advice was sought in regard to the repair of damaged X-ray equip- 
ment, the disposal and reconditioning of equipment, the feasibility 
of manufacture of apparatus, the type of apparatus passed as suitable 
for certain work, and, most important of all, the calibration and 
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CONCLUSIONS 

No two wars the same pattern, yet the mode of con- 

ducting the first and the organisation developed for the purpose 
have a bearing on the conduct of the second World AVar 11 by 
reason of its magnitude will have important lessons for the future 
Similarly the story of the evolution of the military stores organisa- 
tion and the experience acquired m attaining a certain s'^andard of 
efficiency will help the future administrators of medical stores 

The premiei function of a stores organisation m war or in 
peace is to deliver medical stores when and where they are most 
needed in an economical way and m the most expeditious manner 
The function of delivering medical supplies effectively was achieved 
only by trial and error and after a tremendous waste of effort and 
money The inadequacy of the earlier organisation to meet the 
requirements of a major war emphasised the importance of a sepa- 
rate stores organisation wholly under military control, and the 
success achieved, however incomplete, has been instrumental in the 
perpetuation of such an establishment 

The urgency of war had compelled DMS to formulate plans 
on very broad lines or to institute stop gap measures to meet pres- 
sing needs AAISs were housed in temporary and badly constructed 
buildings situated in many cases miles away from the raihvay lines 
or sidings , modern factory labour saving devices such as lifts, 
stacking machines, gravity runways, etc , were virtually non-existent 
Intra and inter depot communications were out of date , cool and 
cold storage accommodation was inadequate Stock checking and 
control were ineffective, so that a regular turnover could not be 
achieved and the writing off of losses was frequent The packing 
of stores was of a low standard, mainly due to the inadequate and 
unsuitable packing material employed and to the inexperience of 
the staff Since the ministerial staff engaged was usually inexperi- 
enced the records were not always accurate, packing was faulty and 
consignments were at times wrongly addressed The staff at 
GHQ was also mostly inexperienced in the beginning The staff 
position was made worse by frequent changes These weaknesses 
m the medical stores organisation of DAIS were inevitable during 
the infancy of an organisation which had its birth during the war 
But It will be essential to plan ahead during the days of peace in 
order to strengthen the organisation and make it capable of mcetins 
future demands 

Personnel It is an erroneous belief that stores work can be 
learnt m a matter of weeks or months To tram officers and other 
ranks in this work would involve a minimum period of three years 
^ud hard work It is, therefore, necessary that a sufficient 
number of officers be given stores duties to build up a reserve of 
trained personnel which will be available m the event of any sudden 
expansion So long as medical officers are employed in the stores 
organisation, it is imperative that they believe that they are 
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FINANCIAL POWERS OF VARIOUS AUTHORITIES 

DMS and the officers commanding the stores units were vested 
with certain financial powers. The details of such powers are 
given below : — ■ 


Financial powers of DMS and the Officers Commanding StoresjDepots 
(i) Local purchase powers • 

In India 


Rupees 


• For each transaction. 


DMS . . . 2,500 

Officer Commanding AMS Glass I i ,000 
Officer Commanding AMS Glass II 

and III 400 

Officer Commanding base medical stores 400 

Note — Purchase in excess of the limit of Rs. 2,500 could be made by the DMS with 
the concurrence of the Military Finance authorities 


In United Kingdom 

DMS . . f 200 per month (non-accumulative). 

(11) Financial powers in respect of losses of public money. 

Not due to theft, Due to theft, 
fraud or neglect fraud or neglect 
DMS ... .. Rupees 500 Rupees 100 


Powers to write off losses in respect of stores. 

Loss not due to 
theft, fraud or 
neglect 

Rupees 


Loss due to 
theft, fraud or 
neglect 

Rupees 


DMS '' . 2,500 50° 

Officer Commanding AMS Glass I 200 Nil 

Officer Commanding AMS Glass II and III 100 Nil 

Officer Commanding Army Medical Imports 

Depot . 200 Nil 

Officer Commanding Base Medical Stores roo Nil 

* In the case of imported vaccmes and sera DMS’s powers were limited to 
Rs 500 


(ill) Manufacture of special tooU and equipment for expediting production, etc. 


DMS 

Rupees 

2,500 

Officer Commanding AMS Class I 

200 

Officer Commanding Glass II and III 

20 

(iv) Local repairs to medical equipment 

Rupees 

Officer Commanding, AMS Glass I 

. 1,000 

Officer Commanding AMS Glass II 

400 

(v) Experimental grant . 

In India 

7,000 'j per 

In United Kingdom 

f 300 J annum 
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Airborne Siora The expenence regarding the air transporta- 
tion of stores gamed during the war may be summarised as 
folloivs — 

Standardisation of Packages It is essential that packages should 
contain the maximum quantity of stores with the minimum amount 
of packing material This requires a standardised system of 
carton-packing It is necessary to determine the units of packing 
for all expendable items , individual issues should then be made 
III terms of these umts only Bulk stocks should also be accumulated 
m multiples of these units Carton packing is the lightest form of 
effective packing, requiring very little additional packing material 
to withstand transportation 

Training Sufficient personnel must be trained to handle 
air transported and airborne medical stores This will involve the 
training of medical units for duty at airports, and medical detach- 
ments for duty with rear airfield maintenance organisations The 
former must be trained in the recognition and handling of carton- 
packed Items, the latter must become conversant with the various 
blocks for re supplying operational troops Staff officers in peace 
should become acquainted with the various methods employed m 
the carriage of stores by air In future vastly increased tonnage of 
medical stores transported by air may necessitate the formation of 
a subsection in medical stores to be responsible for clearance and 
distribution of such stores Special aircraft should be designed 
and equipped for the carnage of delicate and valuable items, and 
experiments should be carried out with a view to their construction 
Adjustable racks and shelves, together with cool and cold storage 
facilities, are some of the requirements which must be considered 

Carton Packing The system by which packeted cigarettes are 
packed and distributed by manufacturers is a convenient illustration 
of the value of this principle throughout the whole chain of supply 
This system, coupled with proper sealing for preservation, has been 
adopted by the Ordnance Services with marked success and there 
IS a large range of medical supplies to which a similar method can 
be applied The obvious advantages he in the ease with which 
stocks can be binned, stacked, accounted for md issued The 
Virtual elimination of any necessity to handle individual items 
before they reach the user must result in fewer breakages, less 
pilfering and, in certain cases, less deterioration m stores A further 
advantage will accrue in the matter of the movement of stocks on 
mobilisation Formerly such stocks were held ready packed in 
peace for immediate issue to units on mobilisation md considerable 
(hfficulty arose over stock taking, accounting and turnover Fur- 
ther, there was no elasticity to provide for adjustments made neces- 
sary by changing scales in the composition of the units The carton 
lacking system will remove these difficulties entirely as it will permit 
the rapid assembly and issue of ‘pre scaled blocks’ from bulk holding 
User packets will, of course, be based on common factors applicable 
to all classes of user units, both static and field The mam inUial 
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employed in a branch of medical service which is second to none in 
importance and that they must devote themselves to the study of 
its problems; An adequate staff must be maintained at GHQ^, 
its time being devoted to planning, investigating and experimenting 
on new medical equipment. Experience has proved that personnel 
trained over a wide range of specialities and in adequate numbers 
are essential for success. To this end it is necessary that the GHQ, 
staff should keep pace with the latest developments in medical 
science. As regards depot personnel it was found that the civilian 
employees were not usually amenable to military discipline ; it 
will be an advantage, therefore, to militarise the depots completely. 

Accommodation and Stores Gear : It will be advisable to have a 
definite plan for the establishment of static store holding units of 
suitable size and to have these units well staffed with experienced 
personnel, avoiding as far as possible the transfer of such technical 
personnel. 

The problem of accommodation for stores should be given 
very special attention. Covered accommodation must be dust, 
ram and damp proof. It must consist of large sheds with high 
roofs and with as many bays as possible ; floors must be strong 
enough to withstand heavy trailers ; there must be sufficient light 
and air. The skylights must be large and wide. Rankings should 
be such as to be of easy access, and be built of rustless steel. These 
should be of the adjustable type to suit requirements. This would 
not only improve the appearance of the stores but would make 
stock checking and the issuing of stores very much easier. When 
building a new depot air raid precautions should receive careful 
consideration. Sufficient Vacant space must be allowed for expan- 
sion (of the total available space only one-third should be built up 
and two-third should be left open). The depot should have a 
railway spur, mechanical lifts and cranes and should have adequate 
cold storage accommodation for perishable drugs. The offices 
should have adequate lighting and ventilation and should be 
provided with telephones. 

Standardisation : Standardisation should concentrate on the 
following points : — 

(I) to standardise PVMS, on modern lines (in a loose-leaf 
arrangement) , 

(II) to establish a museum of medical equipment , 

(ill) to elaborate a procedure for the control of time-expired drugs 
and for toxicity and to plan for the disposal of all drugs which on 
demobilisation come back into the stores; 

(iv) to work out rates of consumption per 100,000 men per month, 
based on peace/ war wastage rates ; 

(v) to evolve a system of control and check for medical units (hospitals) 
so as to ensure that inspection and supervision of the quality of 
equipment and drugs in their charge is being maintained ; 

(vi) to plan new equipment well in advance of requirements ; no 
new Items should be included in the PVMS till the stocks actually 
are available for issue. 
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Airborne Stores The expenencc regarding the air transporta- 
tion. of stores gained during the war may be summarised as 
follows — 

Standardisation of Packages It is essential that packages should 
contain the maximum quantity of stores with the rmmmum amount 
of packing material This requires a standardised system ot 
carton-packmg It is necessary to determine the units of packing 
for all expendable items , individual issues should then be made 
m terms of these units only Bulk stocks should also be accumulated 
m multiples of these units Carton packing is the lightest form of 
effective packing, requiring very little additional packing material 
to withstand transportation 

Training Sufficient personnel must be trained to handle 
air transported and airborne medical stores This will involve the 
training of medical units for duty at airports, and medical detach- 
ments for duty with rear airfield maintenance organisations The 
former must be trained in the recognition and handling of carton- 
packed Items, the latter must become conversant with the various 
blocks for re supplying operational troops Staff officers in peace 
should become acquainted with the various methods employed m 
the carnage of stores by air In future vastly increased tonnage of 
medical stores transported by air may necessitate the formation of 
a subsection in medical stores to be responsible for clearance and 
distribution of such stores Special aircraft should be designed 
and equipped for the carnage of delicate and valuable items, and 
experiments should be earned out with a view to their construction 
Adjustable racks and shelves, together with cool and cold storage 
facilities, are some of the requirements which must be considered 


Carton Packing The system by which packeted cigarettes arc 
packed and distributed by manufacturers is a convenient illustration 
of the value of this principle throughout the whole chain of supply 
This system, coupled with proper sealing for preservation, has been 
adopted by the Ordnance Services with marked success and there 
IS a large range of medical supplies to which a similar method can 
be applied The obvious advantages he m the ease with which 
stocks can be binned, stacked, accounted for and issued The 
virtual elimination of any necessity to handle individual items 
before they reach the user must result in fewer breakages, less 
pilfering and, m certain cases, less deterioration m stores A further 
advantage will accrue m the matter of the movement of stocks on 
mobilisation Formerly such stocks were held ready packed m 
peace for immediate issue to units on mobilisation and considerable 
difficulty arose over stock taking, accounting and turnover Fur- 
ther, there was no elasticity to provide for adjustments made neces- 
sary by changing scales in the composition of the units The carton 
packing system will remove thcic difficulties entirely as it will permit 
the rapid assembly and issue of ‘prc-scaled blocks* from bulk holding 
User packets will, of course, be based on common factors applicable 
to all classes of user umu, both static and field The mam mitnl 
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problem will lie in determining a suitable carton unit for each item. 

It will then be necessary to carton pack existing depot stocks and 
to pursuade manufacturers to pack future supplies to suit the 
requirements. 

Packing Material * The losses due to bad and indifferent 
packing, ran into lakhs of rupees during the war period. It is, 
therefore, necessary that packing material should be of a quality 
which will withstand all types of transport. Commercial firms in 
the United States of America and the United Kingdom have 
perfected the art of packing. It will be worthwhile to send abroad 
a few employees from the depots to learn how medical stores of 
different types should be packed. There must be standardisation 
in packing in order to save money and to facilitate checking. 

Checking of Stores It was found that the existing procedure 
for the checking of stores was most cumbersome and inaccurate. 

A system was evolved whereby an easy and quick method of 
checking ground stocks with the ledger balances could be employed. 
There is still room for improvement in this direction and it is 
dependent entirely on the suitable storage accommodation and the 
method of stocking and carton-packing. 

Building of Reserves of Essential Items : The greatest difficulty 
encountered during the war arose from the paucity of supply of 
essential equipment, particularly of those items which required a 
period of twelve to eighteen months to manufacture, e.g., ENT 
instruments, eye instruments, microscopes, etc. It is imperative that 
m a future expansion capacity for production be maintained while 
plans are worked out for the laying in of reserves of equipment ' 
and stores for which manufacturing capacity cannot be readily 
available It will be advisable to prepare in consultation with the 
General Staff a complete list of such essential items and to lay in 
fairly large reserves. It might appear wasteful to tie up so much 
capital which may never be used, but on the other hand it is a very 
small premium against the risk of war and it is well worth taking. 

Stores Accommodation in Hospitals : Hospitals maintain a consi- 
derable proportion of India’s holdings of medical stores and the 
correct storage and maintenance of these holdings is of vital impor- 
tance to the economy and efficiency of the whole of the medical 
supply services. The importance of adequate accommodation for 
bulk holdings in the hospitals and of well fitted dispensaries with 
trained and adequate stores staff is as important in the hospitals as 
m the case of AMSs. 

PVMS and M ME Scales. The PVMS and MME scales must be 
constantly and regularly reviewed to avoid a repetition of the 
condition in which the medical services found themselves in 1939* 
Obsolete stores must be eliminated from the depots and modern 
replacements must be procured as they come out. Weight tables 
and packing must be constantly reviewed and standardised whilst 
special demands for air supply must always be borne in mind. 
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There is still much to be done in standardising the medical equip- 
ment It will be advisable to work out weight tables and cubic 
capacity of all packed stores for field medical units according to 
their MME scales so that on mobilisation the field medical units 
will not be left to guess their requirements of transport for the 
carriage of their equipment 

Control of Stores It will be interesting to note here that attempts 
were made by MGO to take over the medical stores organisation 
of DMS under his own control The plan was that India should 
set up only one mam stores holding service which could deal with 
all stores peculiar to each arm of service, including the medical 
service DAIS contended that the medical stores should not form 
part of any one store holding service but should remain under his 
control A similar suggestion was made at the War Office and 
after ver^ close examination the proposal was dropped and the 
stores remained under the control of the medical services The 
mam reasons for dropping this proposal were — 

(i) MGO had no personnel capable of dealing with such items as 
dangerous drugs 

(u) Assuming it would be essential to employ medical personnel 
within the MGO’s organisation, they and their stoies would 
cease to be protected by the Geneva Convention unless a certain 
clear cut segregation of the medical element was made 
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Demobilisation 


Demobilisation is the process by which an armed force, raised 
to meet the needs of a war or emergency is reduced to the strength 
required for the discharge of its peace time commitments. At the 
end of World War I, demobilisation in India was carried out in 
such a manner as to denude the Army of those personnel and units 
which had attained a sufficient standard of training to defend the ' 
country from external aggression. This had adverse results, as 
India was immediately faced in turn with the third Afghan War 
and a general revolt of the frontier tribes. 

Consequently, during World War II, while planning the 
transition from war to peace footing the guiding principle was the 
security of India at all stages and in its widest sense Initial 
planning to cover all aspects of demobilisation of the Indian Army 
was started as early as September 1941. A small section composed 
of one AAG and two clerks, designated ‘ Demobilisation section ’ 
was formed in the AG’s Branch. This section was transferred to 
the Defence Department in July 1942, and the work of reconstruc- 
tion was also added to its duties. The section was, consequently, 
redesignated as the Direetorate of Demobilisation and Reconstruc- 
tion. The Demobilisation Directorate, with an addition of 8 
officers and 41 clerks to its establishment, however, continued 
to work directly under the AG. The reconstruction section was 
later amalgamated with the Directorate of Welfare and Amenities, 
subsequently known as the Directorate of Resettlement under the 
Defence Department. The Demobilisation Directorate returned to 
the War Department and continued to be directly under the AG. 
It remained so until the middle of 1944, when a Man-Power Plan- 
ning Directorate was formed embracing the Demobilisation 
Directorate. In December 1944, a further expansion of the Direc- 
torate took place with the formation of the Repatriation Section.' 

The method and rate of demobilisation were to be deterrnined 
with reference to the following mam factors — 

(I) The necessity to safeguard the economic and social stability of 

the country. » 

(II) Adequate provision for external and internal security and the 
reconstruction of the post-war Army. 

(ill) The extent to which it imght be necessary to retain forces in 
areas outside India, 1 e. the formation of an interim occupation 
Army. 

(iv) Reasonable regard to the rights and interests of individuals 
subject to the demands of the preceding factors. 

* Monograph Demobilisation published by the Combined Inter Services Historical 
Section (India and Pakistan) in 1948 
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(v) Orgamsatlou to deal with the accounts and recoids of demobi- 
lised personnel “ 

So far as the military medical organisation was concerned, it 
was obvious that the rate at which demobilisation was possible must 
differ from the other arms of service and must, of necessity, lag behind 
general demobilisation to cover the penod of hospitalisation necessary 
for the casualties ^ 

Full details of the regulations governing release from Army 
service on demobilisation were published in the Release Regulations^ 
Indian Amy and Women's Services, India These regulations were made 
operative with effect from 13 May 1945 ^ 

There were the following three classes of release — 

Class * A * — Personnel surplus to requirements 
Class ‘ B ’ — Personnel released to undertake specified employment 
of national importance 

Class ‘ C ’ — Personnel released on compassionate grounds 
Priority of release was accorded only to married women and 
to all those over fifty years of age They could claim their release 
at any time in Glass ' A ’ The regulations provided for the release 
of all servicemen and women in their turn, m accordance with the 
groups in v/hich they were placed by the combination of the two 
factors of age and service, as and when they became surplus to require- 
ments 

Personnel m Classes ‘ B ’ and ‘ G ’ were releasable at any time so 
long as they fulfilled the conditions for release under these classes 
The military authonties, however, retained the right to defer the 
release of any individual or category of individuals whose services 
were essential, but such cases were exceptional 

Individuals who did not wish to he released when their turn 
came could apply for deferment of their release Onginally defer- 
ment was a one sided contract The officer or other rank recruited 
dunng the war made a contract to postpone the date of his release, 
either because he wanted to become a regular soldier, or because 
he was wilhng to continue to serve for a further penod of six months, 
a year, two years or until the end of the emergency But there was 
no obligation on the part of the Army cither to accept him as a regular 
soldier, or to keep him for the full penod of his contract, because in 
each contract a proviso was included to the effect that he could serve 
only as lon^ as his services were required 

The lack of volunteers in the British service under this scheme 
later caused the cancellation of the above mentioned proviso by the 
Bntish Government and the Indian Army followed suit, with the result 
that some of those who in the later stages of demobilisation were 
accepted for a binding deferment, were still serving after the conclusion 
of the emergency 


»L/i/45/H{M) 

‘IF/8903/i4/H{M) 


3 F/2902 /j/H(M) 
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The release regulations originally applied the age and service 
group scheme rigidly to all, but in actual practice this system was 
followed only m the case of British officers and other ranks of the 
Indian Army. Selection of lORs and NCs(E) for demobilisation 
was carried out in accordance with the following principles. When 
more personnel wished to serve than were required elimination was 
effected as follows. All permanent medical category ^ B ’ and ' C ’ per- 
sonnel were released, except those whom a commanding officer wished 
to keep for special reasons. All those who wished to be released were 
allowed to go as soon as possible. Those not suitable for retention 
in the regular Army, either because they were physically not up to 
the standard or because they did not reach the educational or technical 
standards required, or because their age and service made them un- 
economical to the unit, were ordered to be released. Where the 
number who wished to continue to serve fell short of requirements, 
elimination was ordered by the age and service group system, only 
those necessary to maintain the requisite efficiency and balance m 
units being retained. The term ‘ well balanced ’ implied as even a 
distribution as possible throughout the units by age and service groups, 
to ensure that, in future, wastage by transfers to reserve and pension 
would be even and that blocks m promotion would be avoided. 5 
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The general principles mentioned above applied also to the 
medical services. By 15 July 1947, 3,859 medical officeis, 55 dental 
officers, 1,534 nurses, 226,283 VCOs, lORs and NCs(E) lAMG 
personnel had been released. 

The priorities agreed to m the piocedure for the release of medical 
personnel and some features specially applicable to them were as 
follows : — 

(1) Medical Officers 

(a) Retired re-employed and superannuated officers. 

(b) Those holding hens on civil appointments under the 
Provincial Governments and local administrations or rail- 
ways. 

(c) Regular officers recalled from the IMD (civil). 

(d) Pnvate practitioners granted emergency commissions in 
the IMS, above the age of fifty, followed by those above 
forty. The remaining (except those granted permanent 
commissions) were to go in the order of juniority.® 


Monograph Demobilisation published by Combined Inter Services Historical Section 
( India and Pakistan ) m 1 948 
^H/4/55/H(M) 
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tcont 


lo 


Irum 

To 


1 t6 

Up to 

1 9 September 194J 


Up to 

24 September 1945 


17 24 

Up to 

9 January 1946 


Up to 

9 January 1946 


•>526 

to January 

1946 

2II Icbtuary 

1946 

to January 

1946 28 Icbruary 

1946 

27 33 

7 March 

1946 

i 4 J*>>y 

> 94 G 

7 March 

1946 14 July 

>946 

34 39 

> 5 Jul> 

194G 

26 Sep ember 

J94G 

>5 J»iy 

1946 30 Nosciiibtr 

>946 

4045 

27 September 

1946 

22 December 

1946 

I December 

1946 20 April 

>947 

46-47 

23 December 

1946 

26 March 

>947 

at April 

> 94 ? May 

>947 

48 50 

27 htarch 

>947 

30 June 

1947 aG May 

>947 30 June 

>947 

5 > j 3 

ij«l> 

>947 

3 > Jul> 

>947 

t July 

>947 3 ° September 

>947 

54 70 

1 August 

1947 

30 September 

>947 





In January 1946, Commands were asked to dispense with the 
services of all GMPs and civilian practitioners emplo)cd m ordnance 
factories, ordnance depots, recruiting organisations, civil labour 
units, etc , by giving them one month’s notice m accordance with their 
terms of service 7 
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(ii) Nursing Officers 

(a) Members of IMNS — retired re-employed, ANS(I) and 
IVAS. Those holding liens on civil appointments under 
the Provincial Government, local administration and rail- 
ways. 

(b) Nursing officers of the AINSR — Amongst those recruited 
in the emergency commissions, those above the age of fifty 
years were to go first, followed by those above forty years. 
The remaining (except those granted permanent commis- 
sions) were to go in the order of junionty.8 

In January 1946, in view of the decreasing commitments, it was 
decided to terminate the services of local service ANS(I) cadets.9 
In March of the same year, it was decided to release the ANS(I) 
cadets general service also. By 12 December 1946, the services of 
205 ANS(I) local service, serving in the Army, were terminated. 


Cumulative totals and Age and Service Groups of Members of Nursing Services 
released, during 1946-47.'° 


Age and service 
groups 

Release orders issued 
by 

Number 

released* 

IMNS 

ANS(I) 

IMNS 

ANSfl) 

I-I 2 


September 

25 


I -2 1 


18 October 1945 

34 


1-25 


18 December 1945 

49 


1-25 



52 


1-25 



69 


1-27 

1-28 

15 March 1946 

75 


1-28 

15 April 1946 

78 

21 

1-28 

1-28 

15 May 1946 

84 

41 

1-29 

1-29 

15 June 1946 

86 

53 

1-32 

1-32 

1 5 July 1946 

139 

67 

1-36 

1-36 

15 August 1946 

154 

83 

1-38 

1-38 

14 September 1946 

165 

1 1 I 

1-40 

1-40 

14 October 1946 

182 

I4I 

1-43 

1-43 

14 November 1946 

283 

212 

1-45 

1-45 

14 December 1946 

311 

261 

1-46 

1-50 

14 January 1947 

323 

332 

1-57 

1-57 

14 February 1947 

353 

496 

1-64 

1-64 

14 March 1947 

393 

655 

1-66 

1-66 

14 April 1947 

417 

858 

1-68 

1-68 

14 May 1947 

428 

985 

1-68 

1-68 

438 

1,038 

1-69 

1-69 

14 July 1947 

454 

1,080 


*GumulaUve total including nursing officers and cadets released on account of 
marriage priority. 


8 H/5/i3/H(M) 


9 H/4/55/H(M) 
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(\u) VCOs {tm tncdical]^ 10 Rs and J^Cs{L) 

By 19^6, the lAMC DcmobiUsaUoii Centre was capable of 
releasing 400 men a day or approximately 8,000 in a month 

Cumulative totals oj VCOs, lORs and J{Cs[E) telcased, 1945 47 


Month 

VCOs 

lORs 

NCsCC) 

Total 

Scptembci 19^5 


34 * 

*9 

53 

October 1945 


I 923 * 

37 * 

2294 

November 1945 

8 


905 

4275 

December 1945 

15 

54*9 

2659 

8093 

January 1946 

a« 

8769 

4537 

13334 

February 194G 

loG 

**595 

7824 

19325 

March 1946 

195 

1427b 

1 1068 

25539 

Apiil 1946 

284 

17383 

* 5-*55 

32902 

\fay 1946 

37 * 

2121 I 

19*93 

40778 

Tunc 1046 

42G 

23JI8 

22282 

46126 

July 1946 

4G9 

26188 

25887 

52584 

August 1946 

803 

^ 9 * 5 * 

299*8 

59872 

September igjG 

691 

3 * 79 * 

33*84 

65046 

October 191b 

Oil 

35097 

36628 

72566 

Is ov ember 1946 

955 

38001 

40*73 

79*29 

December 1946 

105b 

40578 

43143 

84775 

January 1947 

1189 

43 429 

48599 

91264 

February 1947 

13*7 

458*2 

49490 

96666 

Match 1947 

141b 

4933 * 

52585 

103312 

April 1947 

1506 

5*857 

55486 

108649 

May 1947 

*G 35 

53281 

57408 

112304 

June 1947 

1 728 

54074 

58606 

1 14408 

July 1947 

*774 

5494Q 

59839 

116353 


•Include figures for VCOs also 


Demobihsaiion of VCOa, lORs and NGs(E) personnel was 

carried out in three phases — 

Phase I — To clear demobilisation centres and training centres 
to make room for men returning for pre release vocational 
training and demobilisation 

Phase 2 — Demobilisation down to the establishment required for 
India and for the imtial occupational forces 

Phase 3 — Demobilisation after the initial occupational force esta- 
blishments had been reached down to the final peace-time 
establishment 

VCOs lAMC 

On the disbandment of a medical unit a VCO on the strength 

of the unit was either employed to make up the deficiency in some 

» L/6/3/H(M) 

Monograph prjjipij/noliM published by the Combined Inter Services Historical 
Section (India and Pakistan) m 1948 
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Other unit or was replaced by another VCO. Those VCOs who weie 
lendered surplus were given the option of either electing to be released 
or reverting to the rank of havildar.'^ 

lORs and NCs{E) lAMC 

As a general rule no lOR or NG(E) was released without his 
consent, unless he was actually surplus to requirements and was 
adversely reported upon by his commanding officer. Any lOR 
or NC(E) desirous of staying in the Army even on arrival at the 
demobilisation centre was given a chance to continue in service 
provided vacancies in his particular category were available and he 
was considered suitable by the commandant. Those of the non- 
disbandmg units who were desirous of release were released as and 
when relief became available or as they became supernumerary to 
Cbtabhshment in the reorganisation of units. lORs who were serving 
on regular engagement on 3 September 1939, and who had completed 
their colour service, could apply for extension of their service. Those 
who did not wish to have their service extended were transferred to 
reserve with Class 'A’ release benefits. 

The following qualifications were required for those who did 
not wish to be demobilised . — 

VCOs 

Ambulance section Indian Army Certificate of Education ist Class. 

Nursing section Indian Army English Certificate ist Class or 

Matriculation. 

Clerical and Store Indian Army English Certificate ist Class or 

section Matriculation. 

Preference was given to those possessing Indian 
Army Special Certificate. 

All VCOs not possessing the above mentioned educational 
qualifications were required to obtain these before i April 1947 '•* 

jYCOs 

Clerical and Store Indian Army English Certificate ist Class or 

section Matriculation. 

Typing speed of not less than twenty words per 
minute. 

Nursing Section 

(1) Pre-war engage- Indian Army English Certificate 3rd Class, 
ment ex-IHC, Three (old pre-war) rates of nursing pay or 
NCOs and nursing certificate (new lAMC syllabus). 

(11) Nursing orderlies Indian Army Enghsh Certificate and Class and 
and specialist im- 3rd (highest) nursing certificate (new lAMC 

provers and war syllabus), 

engagement ex- 
IHC NCOs 


‘J L/6/2/H(.Mj 
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Ambuhnce section Indian Army Certificate of Education and Class 
Preference was given to those possessing 
Q;i qualifications from NCOi* wing AMTG 
(junior or senior course) 

NCOs not in possession of the above mentioned qualifications 
and who were desirous of retention in the post-war lAMG were required 
to obtain these qualifications as soon as possible 

R\NK AND FILE 


I jVursing Section — 

(1) Those with less than eighteen months’ service were required 
to ha\e a minimum quahRcation of first iVursing Certificate 
and Indian Army English Certificate 3rd Glass 
(u) Those with more than eighteen months’ but less than three 
years* service were required to have a minimum 2nd Nursing 
Certificate and Indian Army English Certificate 3rd Class 
(ill) Those with more than three years’ service svere required to 
have 3rd (highest) Nuismg Certificate and the Indian Army 
English Certificate 2nd Class 

Mental nursing orderhes, special treatment orderlies, operating 
room attendants, laboratory assistants, masseurs and transfusion 
orderlies were, m addition, required to possess proficiency m their parti- 
cular trade 

II Ambulance Section 

The Ambulance Section personnel \vere required to possess 
Indian Army Certificate of Education 3rd Class Men with onI> 
Recruits’ Test, ifothenvise suitable could also be considered for reten- 
tion 

(iv) Special Cases 

Special cases and cases of those who volunteered for early release 
were considered on the merit of each case Considerable latitude 
was given to the requests for release on compassionate grounds 
Cases of individuals, whose immediate release was asl.ed for by the 
Central Government or the Provincial Governments to meet cud 
1 cquircmcnts were carefully considered 

Special priont) was arranged for invalids and for those whose 
education had been interrupted and s\ho wished to proceed to post 
graduate courses ^ 

Ofliccrs commanding medical units were made responsible for 
ensunng that all officers were released without delay at the proper time 
\ small number of women medical officers was, however, retained 
bc)ond their age and service group They were allowed to continue 
indcfinitciv ts deferred volunteers 
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There was a greater deficiency in the category of specialist 
medical officers than in the general duty medical officers. Consequent- 
ly, m the case of medical officers, who were not eligible for any special 
prionty for release on account of their hen on the Provincial Govern- 
ment service and railway service, etc., the release programme was 
regulated m such a manner that non-specialist medical officers left 
the service earlier than the specialists. This retardation in the release 
of specialist officers was effected by fixing separate age and service 
groups for their release. 

During 1946-47, certain general duty medical officers holding 
key appointments were also permitted to continue despite their age 
and service groups. A nominal roll was published by the Medical 
Directorate showing them as ‘ Key ’ personnel. 

DISBANDMENT OF MEDICAL UNITS 

Disbandment of medical units was started soon after the cessation 
of hostilities. Units as they became surplus to requirements were 
disbanded. From October 1945, the disbandment of all medical 
umts was taken over by the Organisation Directorate of the AG’s 
Branch. The Medical Directorate supplied them with lists of all 
medical units whose disbandment had been approved by the General 
Staff.’’ In all 1,052 medical units were disbanded from 15 August 
1945 to 15 August 1947. During this period reduction in garrison 
hospital beds amounted to 33,829 hospital beds for Indian troops 
and 16,617 for British. 

REDUCTION IN MEDICAL STAFFS AND ESTABLISHMENTS 

Consequent on the reduction in the number of field medical 
units, reductions in the medical staff at GHQ, and command head- 
quarters were also effected.'^ 


Establishment — Medical Directorate, GHQ^ 



I October 

1945 

I July 
1946 

Lieut-General 

I 

I 

Biigadieis 

15 

3 

Colonels 

5 

4 

Lieut -Colonels 

24 

ir 

Majois 

24 

20 

Captains 

8 

1 1 

Liaison officers 

3 

— ■ 

Civilian gazetted officers 

6 

5 

WACri) officers 

5 

— 

DAAGs (Civilians) 

I 

3 

Officer supervisors 

*6 F/2582/H(M) ^7 F/2903/i4/H(M) 

7 
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Similar reductions in establishments were carried out at Command 
Headquarters 

At the same time, a number of the measures sanctioned during 
the war were no longer necessary and could be dropped or reduced 
considerably m their scope Accordingly, a review of all measures 
sanctioned since 3 September 1939, was earned out in October- 
November 1945, and they were to be classified in one of the following 
categories — 

A — Measures which could be dispensed witli 

B — Measures wluch must, of necessity, continue till the end of the 
emergency, viz t i April 1946, and then automatically lapse 
G — Measures which must continue until post-\var pay and allowance 
code, pension rules, scales rations and accommodation were 
finalised and put into effect or until particular appointments 
were abolished 

— ^Measures which must follow the ^Var Office policy and which 
consequently must remain in force until abolished by the ^Va^ 
Office 

E — Measures which must be continued so long as economic condi- 
tions necessitated their continuance 
F — Measures which must continue until persons, animals, vehicles, 
installations, etc , to which they apply were either — -• 

(1) Wasted out of the armed forces, or closed down 
(u) Ceased to be held on Indian establishment 
(ill) Returned from overseas 

These measures were gradually dispensed with or modified from 
time to time according to the changing conditions associated with the 
coming of peace 


DISPOSAL OF MEDICAL STORES AND EQ,UIPMENT*‘ 

Reception centres for medical stores and equipment were formed 
at various important stations The equipment of disbanding medical 
units was examined and, if serviceable, was despatched to the appro- 
priate holding stores Surplus stores were notified to the Disposals 
Directorate of the Government of India, which in turn arranged for 
their sale at the holding centres 

Approximate tonnage of surplus Medical Stores that were notified to the 
Disposals Directorate from time to time 


By 15 August 1946 10,000 tons 

During August 1946 900 tons 

During September 1946 yo tons 

During October 1946 400 tons 

During November 1946 200 tons 

During December 1946 goo tons 

During January 1947 5,440 tons 


Total 


19 

91 


F/agos/io/HfM) 
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By 31 January 1947, 100 per cent, declaration of surplus medical 
stores had been made to the Disposals Directorate.®® 

OTHER MEASURES CONNECTED WITH DEMOBILISATION 

Other problems connected with demobilisation may also be 
briefly mentioned. These included the following: — 

(1) Disposal of the sick and wounded and other medical 
arrangements in connection with demobilisation. 

(ii) Medical arrangements in connection with POW recovered 
from Japanese hands. 

(ill) Care of the disabled soldiers. 

(iv) Pre-release training and resettlement. 

DISPOSAL OF SICK AND WOUNDED AND OTHER MEDICAL ARRANGEMENTS 
IN CONNECTION WITH DEMOBILISATION 

The disposal of sick and wounded included the following 
measures : — 

(I) Evacuation from overseas forces, either direct to the United 
Kingdom or via India. 

(II) Evacuation from India to the Umted Kingdom. 

(ill) Direct repatriation where possible. 

(iv) Transfer of Dominion sick to the appropriate Dominion 
hospitals. 

(v) Transfer of Indian Army sick to the hospitals in India. 

(vi) Selection of hospitals for those requiring specialist treatment. 

(vii) Selection of hospitals for such POW as were too ill to be 
repatriated with other prisoners. 

(viii) Medical examination and record of all ranks before final 
disposal. 

(ix) Medical boards in connection with pensions for illness or 
disability due to military service. 

Instructions for medical examination and records of all ranks 
before their final dispersal were published m the Release Regulations, 
Indian Army. 

MEDICAL ARRANGEMENTS IN CONNECTION WITH THE POW RECOVERED 
' FROM JAPANESE HANDS 

POW recovered from Japanese hands in the South West Pacific 
were brought to Australia and thence to India. The ports of dis- 
embarkation in India were Madras and Calcutta. In June i 944 j ^ 
reception camp for the POW was formed in Australia and a medical 
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officer (major) was authorised on the staff of the camp Invalids 
arriving in India were despatched to the base hospitals m stations 
shown below by GHQ, Evacuation and Distribution staff 

Indians Dmapore (from Calcutta) , Bangalore (from Madras) 

Bntish Ranchi (from Calcutta) , Bangalore (from Madras) 

East Afncans No 141 Last African General Hospital, Aundh 

West Africans No 40 \Vest African General Hospital, Aundh 
\Vest African Convalescent Hospital, Dhond 
Amencans No 142 Amencan General Hospital, Secunderabad 

Nurses Secunderabad 

The pre release training, and resettlement and care of disabled 
soldiers, are discussed in the chapter on Resettlement 


’♦ F/3fi«o/3/H(M) 



CHAPTER XVII 


Resettlement' 


The aftermath of World War I had demonstrated the employ- 
ment and resettlement difficulties which could be expected to arise 
during and immediately after the process of the release of personnel 
from the armed forces. It was necessary to pay particular attention 
to the post-war resettlement problems and to make plans well in 
advance. 

The object of resettlement is to avoid unemployment by assisting 
those entitled to help on account of their war service so that they do 
not remain without work for an unduly long time. Although resettle- 
ment is mainly a civil responsibility, yet it is obvious that the military 
and the civil authorities must work together. General considerations 
directly related to the resettlement of demobilised personnel are that 
before the men are released they are given training to assist them in 
finding civilian employment ; that the rate of demobilisation is regu- 
lated in accordance with the capability of the civil organisation to 
handle the released men ; and that a civil organisation is provided 
for the particular needs of those men who want assistance in securing 
employment. In the wider interpretation of these broad principles 
it follows that employment should be found on suitable terms and 
conditions and that such employment should be congenial and in 
accordance with the individual’s training, experience, ability, age, 
and as far as possible, his wishes. It was anticipated that not all 
ex-servicemen and women would seek employment immediately after 
release. Many, especially the younger ones, would wish to embark 
upon one of the several forms of training and further education. As 
such training and education would be taken primarily in order to fit 
the individual for later employment, it was consistent with the general 
aims of resettlement that it should include the placing of ex-service 
students in suitable training institutions. This has been the case 
in practice, and resettlement embraces both training and employ- 
ment. 


The planning for resettlement was started as early as 1Q42, 
when the Demobilisation and Reconstruction Directorate was 
set up. This Directorate was later divided into two portions, viZ; 
the Demobilisation Directorate and the Resettlement Directorate. 
In 1043 , the work concerned with planning the resettlement and re- 
employment of demobilised ex-servicemen was transferred to the 
Directorate of Welfare and Amenities.'^ 


‘ Sec also Monograph Resettlement published by the Combined Inter Services Historical 
Section, (India and Pakistan) in 1950 
“ H/4/55/H(M) 
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MEDICAL RESETTLEMENT ORGANIS\TION 


By early 1944, both DGIMS and the Director of Resettlement 
^vere concerning themselves with the resettlement of released medical 
personnel wth consequent duplication of effort ConsultaUons were 
then held and it was suggested that DGIMS alone should undertake 
this particular resettlement work which had its own technical issues 
In 1944, the ofBccr-in-charge of the Personnel Section of the 
office of the DGIMS undertook the initial steps in setting up a re- 
settlement organisation dealing purely with the training and em- 
ployment of released medical and nursing personnel after the war 
At the same time, the Central Medical Resettlement Committee was 
brought into being and was charged with the task of considcnng all 
problems relating to the resettlement of refeased members of the 
medical services The Committee was also to make such recommenda- 
tions in tins connection to the Government of India as it might, from 
time to time, consider to be advisable The Committee consisted of 
the Joint Secretary, Education, Health and Lands Department, 
Government of India, as Chairman, and representatives of the Re- 
settlement, Demobilisation and Medical Directorates as members 
The officers selected to represent DGIMS were the Public Health 
Commissioner, the Chief Lady Superintendent, and the ADGIMS 
in charge of resettlement A separate section known as ‘ Personnel 
Section III * was formed m the office of DGIMS to deal with re- 
settlement work Early in 1945, a whole time IMS officer was posted 
for resettlement work During that year the ^vork expanded at a 
rapid pace In January 1946, the Section (Personnel IH) became 
Resettlement Section The staff of the Section m 1946 was as 
follows — 


I DDGIMS 
I ADGIMS 
i DADGIMS 


I OS 


I Superintendent- 
a Assistants in charge 
57 Assistants and clerks 


It was agreed that each province would resettle its own returning 
ex servicemen As the Indian provinces were all autonomous m 
respect of medical and public health services it was necessary to take 
each province as the resettlement unit and to decentralise the work 
so that It might fit m with the provincial admimstraUon In order 
however, to ensure a standard system of working throughout India, 
and in order to coordinate resettlement planning and to ensure 
liaison between the military and civil authonties it was essential to 
rontmue the Resettlement Section m the office of DGIMS, later 
Director General Health Services (DGHS) 3 


3 mhsimt) 
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Education m regional languages up to literacy stage ivas com- 
pulsory for semi-literates and illiterates. The chief languages taught 
were Hindi, Urdu, Bengali, Punjabi, Gorkhali, Tamil, Telegu, 
Malayalam and Marathi. In addition, subj'ects like citizenship, rural 
and urban uplift and current affairs were taught to all by means of 
talks, discussions, competitive quizzes, etc. - 

For those who wished to obtain highei Indian Army Certificates 
of Education, special classes were arranged. Men were encouraged 
to have a hobby which they could actively pursue afterwards. Free 
hand drawing, painting in water colours, sketching and fancy leather 
work were a few of the activities in this direction The idea was to 
develop individuality 

The obj’ect of training in agriculture and allied subj'ects was not 
to turn out the ‘ complete farmer ’ but to introduce the individual to 
better methods, to show him how to make the best of resources available 
to him, and to inculcate a desire on his part for improvement. It was 
found that the average man held very conservative views about methods 
of agriculture and in the beginning he started with the conviction that 
his own way of doing things was the only right way and that he had 
nothing to learn. This initial resistance had to be broken down by 
visual instruction and demonstrations. Once this was done he went 
ahead very quickly and was full of questions on ways and methods 
for improving his own farm. 

Agricultural training was divided into two main parts , general 
agriculture and selected subjects. 

The general agriculture syllabus included proper methods of 
ploughing, manuring, irrigation, sowing, rotation of crops, mixed 
farming, anti-erosion measures, production of fodder, silage, etc. 

The selected subjects included fruit orcharding, vegetable farm- 
ing, manuring, sheep, goat, rabbit, poultry and dairy farming, animal 
husbandry and cattle breeding. 

The course in general agriculture was compulsory for all those 
who volunteered for training in agriculture. In addition they could 
take one subject from the selected list. 

In No 2 Centre fifteen acres were under cultivation in the agri- 
cultural demonstration plots which were laid out to demonstrate all 
aspects of this training. An additional thirty acres were under 
cultivation in connection with the ‘ Crow More Food ’ campaign and 
formed an additional training ground. No. 3 Centre had twenty-five 
acres of dry farming agricultural land, and thirteen acres of irrigated 
land 

Thousands of pounds of vegetables were produced from these 
plots monthly and this yield was sold. Orchards of mangoes, guavas 
and citius fruits that were planted there, are now bearing fruit. 

In No. 2 Centre eows of Red Sindhi and Sahiwal breeds weie 
maintained ; the average yield of nulk in the farm was 200 pounds daily. 
The milk was sold to families within the centre. In No. 3 Centre 
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cows ajid buflaloe* of ell-known South Indian breeds were maiU' 
tamed 

The following cottage industries were selected in consultation with 
the representatives of the United Provinces and Bombay Governments 
as being the most suitable for personnel going out of the Army — 


Weaving dkoU^ sariy markeeti 

Soap making 

Cane and basket work 

Btdi making 

Tailoring 

Boot repairing 

Garpentr) 


Miwar and durri wearing 

Reed and leaf mat making 

Rope and net making 

Cahco printing 

G>cle lepainng 

Tinsmithy 

Blacksmith) 


Men who desired training m subjects that were not catered for 
m one of the lAMC Centres, were trained m those demobilisation 
centres of other arms where facilities for that particular kind of 
training were available 

^Vhllst the training given was not long enough to enable the 
individual to compete with skilled craftsmen it was sufficient to enable 
him to make a start with a view to becoming an expert with further 
practice. 

All articles made in the centres were sold and profits were 
credited to the goveinment This amount was reimbursed partly to 
meet the expenses incurred on the establishment of the industries in 
the centre 


Both the United Provinces and Bombay Governments took a 
very keen interest m pre release training and helped by providing 
advice and staff The United Provinces Government paid special 
attention to co operative methods of farming and cottage industries 
and gave facilities lor all instructors to be trained by their Co-operatne 
Department In addition the Director of Public Health, United 
rroymees, helped by arranging special instructors’ courses in village- 
health, hygiene and sanitation 

Release period education wis discontinued with effect from 
1 April 1947,*'’ und pre-release training in general was discontinued 
ou 31 May All equipment taken on loan from the Provincial 

ovemments was returned to them Military equipment was dis- 
posed of departmentally 


OIHbR t ONCbSSIONS 


Ind pci'sonnel along with the rest ol the personnel of the 

_ -^my received various concessions and facilities such as assis- 
facilm^ operative societies, land colonisation, employment 

ihcoh^” Goveinment of India constituted a fund with 

jeet of providing money for assisting in the resettlement of Indian 
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servicemen m civil life after the war. The money was not to be dis- 
tributed among individuals, but was to be used to finance approved 
plans and projects for the general welfare of ex-servicemen. The 
Government of India contributed to the fund at the rate of 
Rs. 2 for each combatant and Re. i for each non-combatant. 
Contributions to the fund ceased on 31 March 1946, on which date 
the amount in the fund was approximately rupees thirteen crores. 
On 20 July 1945, it was decided that 20 per cent, of the fund should 
be administered as a Central Fund known as the ‘ Armed Forces 
Reconstruction Fund ’ and the remainder distributed among the 
provinces and states on a pro rata basis of men recruited. 

REHABILITATION OF THE DISABLED EX-SERVICEMEN 

Up to 1945, disabled servicemen were discharged from the 
service at the end of their hospital treatment, and the responsibility 
of the Government of India ended with the award of a disability 
pension. It was obvious that the disabled serviceman could be 
rehabilitated and turned into a useful member of society. He could 
be trained to supplement his disability pension by working at some 
useful craft or occupation. By the middle of 1945 the rehabilitation 
scheme was initiated. The scheme comprised the following stages : 
hospital treatment, post-hospital rehabilitation, specialised training, 
employment and after-care. 

In November 1945, it was decided that the rehabilitation and 
resettlement of the disabled personnel of the Indian Army was the 
joint responsibility of the War Department and the Labour Depart- 
ment. The former was responsible for all necessary measures up to, 
and including, post-hospital rehabilitation. The post-hospital re- 
habilitation was intended to be the joint responsibility of the Resettle- 
ment Directorate and the Medical Directorate. In practice, the 
Resettlement Directorate became entirely responsible for the rehabi- 
litation and only consulted the Medical Directorate whenever neces- 
sary. The specialist traimng for employment, including training 
under sheltered conditions, and finding employment for the disabled 
were the responsibility of the Department of Labour. The after-care 
of the disabled was the responsibility of the Civil Departments." 

A disabled person was defined as one who, on account of injury, 
disease, or deformity attributable to service in the Defence Services 
since September 1939, was substantially handicapped in obtaining 
and keeping employment or in undertaking work of a kind which, 
apait from such injury, disease or deformity, would be suited to his 
age, experience and quahfications. 

The disabilities were categorised as below : — 

(1) Loss of limb or loss of use of limb. 

(li) General medical and surgical disabilities 

(ill) Loss of speech 

“ Monograph Resettlement published by the Combined Inter Services Historical Section, 
(India and Pakistan) in 1950 
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(iv) Deafness 

(v) Blindness, and material impairment of vision 

(vi) Pulmonary tuberculosis 
^ (vii) Mental diseases 

The Resettlement Directorate established seven convalescent 
rehabihtation centres, with a total capacity of 5,500 men The dis- 
abled servicemen undenvent mental and physical rehabilitation in 
these centres for a period of approximately three months The scheme 
had to cater for two groups of men of the armed forces, viz , about 
35,000 men who had already been discharged since September 1939 
and about 25,000 serving men who were likely to be eligible for re- 
habilitation The object was to make the men mentally and physically 
fit and to increase their capacity for further training Plans were 
drawn up to contact all discharged personnel eligible under the 
scheme By the end of 1946, the following Services Convalescent 
Rehabilitation Centres (SCRCs) were established 


Number 

Location 

Trainees 

1 

Bangalore 

1,000 

2 

Moradabad 

1,000 

3 

Kirkee 

1,000 

4 

Secunderabad 

1,000 

5 

Bareilly 

500 

6 

Rawalpindi 

500 

7 

Lahore 

500 


Specially trained rehabilitation officers were posted to each SGRG 
These officers interviewed each disabled man and issessed Ins future 
capacity, consulted the medical officer regarding his physical and 
mcntol condition, allocated men to the Department of Labour Train- 
ing Centres and completed each individual’s record card which con- 
tained details of his disability, qualifications and the type of training 
recommended In addition to SCRCs, certain other specialised 
centres functioned for disabled ex-servicemen A brief reference is 
made below to some of the important specialised centres ** 

SI dunstan’s hostel 

M section of the Viceroy’s Fund was started in 

ov ember 1939, with contributions of rupees one lakh The fund 
^cw steadily The receipts up to February 1948, amounted to 
Pproximately rupees thirty-three lakhs The contribution of the 
cloffi^ St Dunstan’s Hostel included accommodation, rations, 

and transport, payment to certain members of the civilian staff 
and t jemadar, eight sepoys, one nursing orderly 

esiim ♦ ^ The cost of the above mentioned items is 

ated to be about Rs 81,000 In the begmmng the prospects 

published by the Ck>inbmed Inter Scrsiccj Htstorical Section, 
iakistan) m 1950 
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of success of the centre appeared to be slender, but owing to the un- 
tiring efforts of its commandant Sir Clutha Mackenzie, the hostel 
developed into a well organised and popular establishment. By 
December 1946, 328 war blinded soldiers had taken advantage of the 
facilities provided by the St. Dunstan’s Hostel. 

DISABLED SOLDIERS HOME 

The Indian Red Gross Society opened two homes for disabled 
soldiers, one in Bangalore in February I947 j and another in Sialkot 
in March 1947. On 16 August 1947, the number of invalids in the 
homes was 107, 79 at Sialkot and 28 at Bangalore. The types of 
cases admitted to these homes were all forms of serious paralysis, 
seriously disabled cases of tuberculosis of the bones or joints, crippling 
arthritis, serious disablement from loss of limbs, nerve or brain 
injuries (not mental cases) and any other cases of serious disab- 
lement from injury or disease which required nursing 

QUEEN Mary’s technical school for disabled Indian soldiers 

Engine and motor car driving, tailoring, kmtting, weaving, 
carpentry, etc., were taught to disabled soldiers at the Queen Mary’s 
Technical School, Kirkee. Up to June 1949, 2,741 ex-servicemen 
were granted diplomas at this School. The Indian Red Cross, through 
the Ministry of Labour, contributed Rs. 200 per trainee for helping 
the disabled to start a trade. 

DEAF AND DUMB SCHOOL 

Arrangements were also made with the Deaf and Dumb School 
at Lucknow to train twenty-five disabled men at a time. A hearing 
aid centre was also opened at the CMH Jalahali West. The dis- 
abled men from the hearing aid centre were either sent to the lip 
reading centre or for rehabilitation at a SCRG. Hearing appliances 
were also provided, although it was at first difficult to obtain these.'® 

LABOUR DEPARTMENT TRAINING SCHOOLS FOR THE DISABLED 

By 1946, the Department of Labour had opened training 
centres for the disabled at Jalahali, Aundh, Madras and Delhi. Each 
of these centres was provided with one officer, one VCO, two Naiks, 
two havildais, one medical officer and two nursing orderlies by the 
War Department Certain equipment and stores from Ordnance 
sources, rations from the RIASG and furniture from the Military 
Engineering Service were also provided to these centres 


H/5/32 For details sec Appendix II 
C/2/47 /H(IvI) For details see AppendiK I 
C/2/46/H(M) For details see Appendix III 
*6 Monograph Resettlement published by the Combined Intel Services Historical Sectioiij 
(India and Pakistan) m 1950 
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MfcNT\L C\SLS 

The number of Indian soldicis, who had been invalided from 
service on account of mental diseases since 1939, was as follows — 


} e/tr 

Vinn^fr 

*939 

(jo 

1940 

1 to 

1941 

2()0 

t912 

G,5 

>943 

1,885 

1914 

J.9J7 

»915 

3,(178 


Of this number between 100 and 200 in cacli year required 
admission to an institution It was decided tliat these patients should 
be sent to the mental hospital in the province of their domicilcj with 
the consent of tlic Provincial Government concerned 

PULMOVVUa TUDLRCUIOSlS 

The number of invahdnicnls fioin the Indi in Armv on account 
of pulmonary tuberculosis was as follows — 


2 far 

Vtimdrr 

1939 

200 

1940 

351 

*941 

574 

1942 

97» 

‘943 

‘»793 

‘944 

2,002 

‘945 

‘.585 


In 1941, the Tuberculosis Association of India placed at the 
disposal of the Ministry of Defence* fifteen beds at Lady Linlithgow 
Sanatonum, Kasauli, against a Government recurrent grant of 
Rs 20,000 for the treatment of Indian soldiers who had been 
invalided out of the Army on account of tuberculosis The number 
of beds was reduced to ten m May 1947, at the request of the Mmistrv 
of Health In the same year (191.7) the Tuberculosis Association of 
India with the co operation of the Defence Department constructed 
a separate ward of forty beds m the KasauU Sanatorium for the treat- 
ment of service personnel Since 1948, the Government of India 
has been paying the actual cost of the beds for the service personnel 111 
Kasauh A tuberculosis centre was also established in Deolah In 
July 1945, this was merged with No 8 IBGH(G} at Aundh The bed 
strength of the hospital was 1,250 The hospital catered for 
(^COs, lORs NCs(E)), Anglo-Indian, Colonial, Dominion, 
and Domiciled Europeans personnel 


H/4/55/H(M) 


>8 H/4/48/H(M) 
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Arrangements for their treatment were also made at GMHs 
Ranchij Abbottabad and Dehra Dun. With gradual demobilisation 
the strength of No. 8 IBGH(G) was reduced to 800 beds. The policy 
regarding tuberculosis treatment for service personnel was again 
revised in 1947, and it was decided that the tuberculosis patients should 
be invahded out of service by 28 February 1947. From that date 
they received treatment as pensioners. 

In response to the request of the Tuberculosis Association in 
1946, a grant of ten lakhs of rupees was given to the association from 
the Viceroy’s War Purposes Fund for assisting ex-service tuberculosis 
patients talang treatment in the institutions approved by the Associa- 
tion. In addition to paying the hospital charges of ex-servicemen, 
the Association pays in most cases special pocket allowance and the 
cost of special medicines sudh as Streptomycin and PAS. Admissions 
to these institutions are made by the DMS, the Indian Soldiers and 
Sailors and Airmen Board, Ministry of Defence, and its branches all 
over India. 


LEPROSY 

Gases of leprosy occurring ivithin two years of enrolment were 
not considered attributable to military service. Other cases were 
examined against the background of the individual’s service. Men 
suffering from this disease could not be retained in the Army after 
arrangements for their accommodation in civil institutions had been 
made. Invahdments on account of leprosy from the Indian Army were 
as under : — 


Tear 

1 939 • 

1940 

1941 . 

1942 

1943 

1944 

1945 


Kumher 

4 

18 


681 

948 

579 


The responsibility for the further care of these men devolved 
on the civil authorities, who agreed to carry out a survey of leper 
institutions for discharged military personnel with special reference 
to the suitability of the accommodation. The maintenance charges 
in respect of these ivere debited to the Defence Services . '9 


’»H/4/55/H(xM) 
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Militaiy Medical Relief m Bengal Famine 

Bengal, having an area of 77,442 square miles, was inhabited 
by over sixty million people in 1942 The bulk of the population 
(g/ioth) lived in 84,000 villages , and its economic level was low The 
population had increased by over eighteen million between 1901 
and 19 ji but agricultural production had not kept pace with the 
growth of the population,' nor had the industrial growth been sufli- 
cient to relieve the pressure on the land Mahna, kala-azar, hook- 
worm, dysentery, anaemia and tuberculosis were endemic in the 
province Epidemics were not infrequent Laige sections of the 
population were poor and undernourished or malnourished These 
conditions were aggravated soon after the war broke out 

The position, already bad enough, was made worse when the 
food situation showed signs of detenoratmg Inevitably the province 
was soon m the vile grip of a severe famine Epidemics broke out m 
the affected areas Hundreds of thousands started dragging them- 
* selves to Calcutta, Dacca and Chittagong for food Many of them 
died The number of deaths during 1943 and 1944 is estimated to 
have been 3,627,778 “ Immediate relief measures could not prevent 
wholesale starvation and the existing medical and public health 
resources were overwhelmed by the enormous number of famine 
casualties The need for effective measures to fight starvation and 
disease was compelling 

At the end of October 1943, the Viceroy, Lord Wavell, visited 
Bengal On 28 October 1943, immediately after the completion of 
his tour, he asked for prompt assistance from the military There- 
upon, Major-General V T Wakely, with certain other officers, was 
made available to assist the Bengal Government m organising and 
controlling the movement of food from Calcutta and other mam 
centres to the distribution points m the rural areas Major-General 
Wakely was appointed Director of Movements, Civil Supplies, and 
the GOG in-C, Eastern Command, was appointed the Supreme 
Military Liaison Authonty Thus was the campaign for famine 
relief in Bengal imtiated by the military forces 

On I November 1943, the G-in C directed the following forma- 
tions and units with all their wheeled transport to move to Bengal 
as early as possible — 3 

a68th Infantry Brigade (Lorried) complete with ancillary units 
and Bombay Grenadiers less one company 
4th Bombay Grenadiers 
6th Baluch 


' Famine Enquiry Commisston, Report on Bengal 
Lieut Colonel K- S Fitch OBE FRCS(E<i ) IMS late Deputy Surgeon Genera 
(Famine Relief) Bengal A Medical Histoty of the Densal Famine, 1043 44 CalcutU 
L/5/a5/H(M) 943 44 
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1 8th Mahiattas 

1 8th Rajput. 

Two field ambulances 

One CCS 

In addition, the following units joined subsequently — 

Two workshop companies. 

Two civil pioneer battalions 

One composite issue section. 

One field post office 

Detachment 4th Indian Tank Brigade Recoveiy Company. 

Two field compames, Indian Engineers 

Ten supply sections. 

No 42 IGH (ten sections) 

No. 79 IGH (two sections) 

No. 53 Field Hygiene Section and other small RIASC and medical 
units 

These troops were placed under the command of Major-General 
D. Stuart, Commander 303 Sub-area. Colonel D. MacD. Fraser, 
lAMC, was appointed Medical Adviser, Faimne Relief. 

By II November, advance parties of the troops had reached 
the affected areas and by 27 November, all the allotted troops were 
busy rendering relief. The main duties of the troops were as follows . — 

(I) to escort the convoys of foodstuffs anywhere between the points 
of origin and relief feeding centres and to guard dumps of food- 
stuffs ; 

(II) to provide military vehicles to carry bulk supplies from the bases 
to the district distribution centres, 

(ill) to provide medical relief, both preventive and cuiative ; 

(iv) to load and unload foodstuffs at the transhipment and distribu- 
tion points and to provide personnel for supply duties at the dis- 
tribution points 

Troops were not, however, used for procurement of supplies. 
The military plan soon became fully operative and resulted m consi- 
derable restoration of public confidence and immediate improvement. 

military medical relief arrangements 

On 13 November 1943, a conference was held at Headquarters 
Eastern Command to discuss the question of medical aid by the 
Army for famine relief and was attended by the GOC-m-C, Eastern 
Command, DGIMS, DMS in India, Brigadier General Staff, Major- 
General mcharge of administration. Eastern Command, and the 
Chief Secretary to the Government of Bengal. The DGIMS stated 
that there were only 6,200 hospital beds in the whole of Bengal 
and that only one hospital (Dacca) was under the direct control of 
the government. The remaining hospitals were all run by local 
boards and depended for their efficiency purely on local enterprise. 
There was no standardisation of equipment The Surgeon General, 
Bengal, was, however, arranging to strengthen all existing hospitals 
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as much as possible and to increase the efficiency and capacity of all 
existing dispensaries by providing equipment and drugs for ten 
to twenty beds The epidemic graph available indicated that deaths 
from cholera might amount to 10,000 per week Inoculation and 
vaccination were being organised so that one unit could deal with 
approximately six villages per day * 

No accurate information was available to show either the amount 
or the type of the medical aid required It was, however, obvious 
that the problem was truly colossal and that there vvas a grave 
danger of widespread epidemics involving tremendous loss of life 
should they occur in a province so ill-prepared to fight them it 
was decided, therefore, that the Army could prove most helpful 
by concentrating on the preventive side of relief and at the 
same time doing as much curative ^vorh as possible Tnereupon, 
GHQ^ allotted the following units and staff for this purpose and these 
were initially located m the places shown against each — 


Staff 

Medical Adviser, Famine Relief 

ADH 

DADsH 

General duty officers 

Units 

No 42 IGH (headquarters and ten sections) 
No 70 IGH (two sections only) 

No 28 CCS 

No 78 Burpia^ Field Ambulance 
No 9 Light Field Ambulance 
No 53 Field Hygiene Section 
No 4q Field Laboratory 
No 27 Motor Ambulance Section 


10 

89 

Bai rackpore 

Barrackpore 

Narayangunj 

Khulna 

Baruipur 

Barrackpore 

Barmpur 

Calcutta 


In addition, a mobile laboratory earned out valuable research 
work on nutntional defects associated with post famine conditions 
The medical plan was arranged to provide for (a) prevention 
of the spread of epidemic diseases , (b) medical aid to famine victims , 
(c) maintenance of the health of troops engaged on famine relief 

The military medical plan was co ordiiiated with that of the 
civil authonties Liaison with the Surgeon General and the Director 
of Public Health of the Government of Bengal was fully maintained 5 
Further, m November 1943, an IMS officer was made available to 
the Government of Bengal for appointment as the Director of Public 
Health and se\en IMS officers were released from military service 
and returned to Bengal for duty dunng the first half of 1944 6 


Prevention of 


THE SPREAD OF 


EPIDEMIC DISEASES 


Each of the t\vcnty-si\ districts of Bengal had an average of five 
sub divisions, each of eight thanas Each thana had a population of 

4 F/.ooo3/H(M) 5 H/ 6 /i 

8 1 amine lnquir> CommiMion— Report on Bengal 
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approximately 80,000 and an area of nearly eighty square miles. It 
was not possible for one civil district health officer to exercise effective 
supervision over such a wide area. There was thus an urgent need 
for expanding the staff, but there was a grave shortage of medical 
personnel. This shortage was met by appointing military medical 
officers to act as sub-divisional health officers (SDHOs). It was 
also agreed that the Provincial Government would recruit additional 
subordinate staff (r,ooo civil assistants of sanitary inspectors status) 
to work under the mihtary SDHOs. 

Fifty-six officers selected for employment as SDHOs were given 
an intensive short course of training by the All India Institute of 
Hygiene at the Singur Health Unit, situated twenty miles outside 
Calcutta. The syllabus of training was designed to prepare officers 
for the following duties : — 

(I) to take effective steps to remedy a serious lapse in the collection 
of vital statistics and to ensure the rapid submission of reliable 
vital data to the headquarters ; 

(II) to organise wholesale inoculation against cholera and vaccina- 
tion against small-pox , 

(lii) to improve water supply by adequate sterilisation ; 

(iv) to distribute quinine to control the ravages of malaiia 

The work of the SDHOs was supervised by the DADsH and 
the ADH. The ADH was stationed at the headquarters and was 
assisted by two DADsH. The remaining eight DADsH were posted 
to groups of districts as additional assistant directors of public health. 
They were initially located at Mymensingh, Jessore, Dacca, Berham- 
pore, Bogra, Chinsura, Gomilla and Rangpur. 

The mihtary hygiene officers were the backbone of the health 
service and performed most arduous tasks under difficult conditions. 
The energy and enterprise shown by these officers under the leader- 
ship of the ADH were largely responsible for the success of the health 
drive. The general policy was decided by the Director of Public 
Health, Bengal, in conjunction with the ADH at the military head- 
quarters. The DADsH were essentially touring officers They were 
available for advice and assistance to any military detachment but 
they normally concentrated on preventive measures, the brunt of 
which fell on SDHOs. The recruitment of 1,000 civil assistants was 
not very successful as candidates with the required qualifications 
did not come forward. Standards were lowered to the matnculation 
status and it was not till the middle of January that the required 
number could be posted. This put an additional strain on SDHOs 
and delayed the drive for the control of epidemics The SDHOs 
in the beginning were, consequently, kept busy in giving inoculations 
and vaccinations and in distributing quimne rather than m planning, 
organising and controlling the work of their subordinates. 

Intensive propaganda was necessary to overcome the reluctance 
of the people to undergo preventive inoculation and vaccination when 
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there were no cases of cholera or small pox in the immediate vicinity 
Much ingenuity ^vas employed by various officers to bring home the 
necessity for protection before disease appeared in their midst 
Advantage ^vas also taken of such popular relief measures as cloth 
distributing centres for such propaganda Public meetings were 
addressed and demonstrations held in each ihana by military and civil 
officers The assistance of tlie presidents of unions, boards, of in- 
fluential local officials and of the public was sought Pickets had also 
to be posted in some places on the roads leading to and from the 
local markets To pubUcise the necessity of helping the health dnve 
a broadcast talk was also given by the Medical Adviser, Famine Relief, 
on I February 1944 All tins was for the purpose of facilitating 
the systematic vaccination and inoculation of large groups of villagers 
at a Ume according to a well planned and pre-arranged programme 
Special teams were despatched to the places where local outbreaks 
of small-pox or cholera were reported, but without any disturbance of 
the planned drive 

Total inoculations and vaccinations performed by the Army 
organisation up to 25 April 1944, were 3,521,752, cholera inocula- 
tion 1,326,398 and small-pox vaccination 1,195,354 

Cholera, which threatened Bengal in November 1943, was 
rapidly brought under control Murshidabad distnct statistics may 
be cited as a good example In the distnct the numbers of deaths 
from cholera in 1943 were 1,149 October, 1,179 in November, and 
903 in December In March 1944, there were only se\en deaths 
and after 12 March, no new cases were reported Similarly a small- 
pox epidemic which started in January 1944, found the vaccination 
campaign well organised and in operation Quinine was distnbuted 
freely in the affected rural areas, and more than one third of tlie 
whole of India’s annual peace time consumption of quinine was 
distributed in the province dunng November and December 1943 
and January 1944 

No 53 Hygiene Section was employed in carrying out improve- 
ments m the sanitation of military and civil hospitals and destitute 
homes The standard of efficiency of this unit was excellent 

MEDICAL TREATMENT OF FAMINE VICTIMS 

The initial plan was based on the experience of civil hospitals 
working in Calcutta during September and October 1943 Ihe cases 
could be divided roughly into three groups (a) those suffering from 
inanition due to starvation only, (b) those suffering from inanition 
due to both starvation and disease (this formed the largest group) , 
(c) those showing little inanition but suffering from acute diseases 

It was decided that military hospitals should be established 
m as large numbers as possible and sited to cover the major gaps in 
the existing civil organisation To provide the maximum medical 
cover It was necessary to divide the available military units into small 
detachments Hospitals of 100 beds were formed by sections of the 
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IGHs. The two field ambulances and the CCSb \vere initially 
split into three fifty-bedded units. Additional medical officers 
and equipment were provided to allow' an expansion to three times 
their capacity Arrangements w'ere made to provide the necessary 
personnel, such as cooks and sweepers, from civil sources. It was 
also decided that hospital treatment should be confined to acute cases 
and that these should be discharged as soon as they were fit for out- 
door treatment and feeding in the * food kitchens ’. Surgical cases 
and chronic invahds were to be transferred to special hospitals estab- 
lished by the civil authonties. 

The above plan, however, had to be modified when it became 
apparent that it was very necessary to provide extensive treatment 
to the population m the villages and bnng immediate relief to prevent 
thousands from sinking to a level where hospital treatment would 
become necessary. 

In view of the highly mobile nature of a light field ambulance 
It w'as decided that No. 9 Light Field Ambulance should open only 
one hospital instead of three and that the remaining sections should 
be orgamsed to form mobile detachments to tom rural areas. Orders 
were issued to all the hospitals to hnut their expansion to the minimum 
required and to devote as much of their resources as possible to the 
development of mobile treatment centres. Thus, thousands of cases 
could be treated as against the very limited number that could be 
attended to by the available units. 

The organisation of these centres called for ingenmty and 
initiative on the part of the officers m charge and this was forthcoming 
m a large measure The principle underlying all treatment was that 
a complete course of treatment was necessary It w'as accepted that 
treatment should be for seven consecutive days. But if the nature of 
the terrain demanded that treatment could be given only eveiy second 
day, then the period spent m that area was extended to ensure that a 
complete course of treatment w'as given The composition and trans- 
port of these mobile centres vaned to suit the terrain. The umt had 
to move on foot, in lorries, trucks, launches, country boats, on horses 
and bicycles. During January and February, jeeps were provided 
which proved of great value in enabling these centres to cover a wide 
radius of action and to move more quickly. The military medical 
units provided seventeen hospitals with 2,150 beds and sixty-one 
mobile centres. The number of cases treated m these units up to 
25 April 1944, was 1,135,589. 

To assist the medical officers — both civil and military — em- 
ployed m the treatment of the destitute sick a sub-committee of the 
research unit prepared a scheme for the treatment of all common 
conditions. The Adviser in Nutrition GHQ^ and the Professor of 
Nutntion and Biochemistry, All India Institute of Hygiene and 
Public Health, prepared a scheme of dietetic treatment, for various 
types of cases, suitable for adoption for mass treatment in the hospitals. 
A pamphlet on the Treaimenl and Management of Starving Sick Destitutes 
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was also prepared by a Comnnttcc of the Indnn Rcscucii fund 
Association ’ 

CIVIL J^IEDIOAL units’* 

The military medical units worked in close collaboration with 
civil medical organisation The civilian medical units consisted of 
the following — 

Number of hospitals opened up to 15 November 1944 


100 beds hi 

30 beds 90 

20 beds 43 ^ 

Number of mobile medical units opened up to 15 

Novembei 1944 i 95 

Number of satellite centics opened Ij 352 


The hospitals of roo beds and go beds could expand in multiples of 
100 beds and 50 beds Their control was under the district civil 
surgeon 

The twenty-bed units were Utached to the district outdoor 
dispensaries The satellite centres were outdoor clinics situated within 
five miles of the local dispensary These centres were housed in the 
verandhas or m rooms lent by their owners, sometimes even under 
trees in the dry season 

Mobile units, similar to those which were originally initialed by 
the Army, were also organised for woik under the civil surgeons of 
the area They moved from place to place like military mobile 
units 

The following figures will further illustrite the work done by 
the civil medical relief organisation up to ig November 1944 — 

Total numbei of beds m hospitals 19,220 

Number of doctors (excluding Buinia medical officers and 
two temporary assistant surgeons Horn the Central 
Provinces and Berar) 35(1 

Number of nursing staff 2,852 

Patients treated in Calcutta 24,551 

Patients treated m the mofussil 2,03,702 

Many private organisations also provided valuable relief Amongst 
the more important ones may be mentioned the Bengal Relief Com- 
mittee, Marwan Relief Association, Hindu Maha Sabha, Bengal 
Civil Protection Committee, Bengal Muslim League Relief Committee, 
Indian Red Cross Society, Friends Ambulance Unit and the Rama 
Knshna Mission 


’ H/6/i2/H(M) 

8]^r details sec Lieut Colonel K S rucli, OCE FRCSiEd ) I Mb 
ttuloo» of tht Bengal Famine, 1943 44 Calcutta Government of India Press 
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To integrate the work done by the military hospitals and mobile 
treatment centres 'witli that of the civil oiganisation and to ensure that 
medical planning and action kept abreast of the ever changing situa- 
tion, three senior rmhtary medical officers ivere detailed to take general 
charge of the different areas — one east of the Meghna river, one in 
the central area and one in the cyclone area. These officers also 
helped to control and inspect the civil umts and gave general assistance 
to any group working for the famine rehef. 

MAINTENANCE OF THE HEALTH OF TROOPS ENGAGED ON FAAHNE RELIEF 

Military RAPs were formed at each company location. Perso- 
nnel requiring admission to hospital were evacuated to military hospi- 
tals. 

All personnel ivere vaccinated and inoculated (TAB and 
choleia) and strict anti-malana discipline was enforced. Drinking 
water ivas chlorinated. Suppressive mepacrine treatment ivas carried 
out in all stations except the folloiving : — 

Khai agpur Dacca 

Diamond Hai hour Gomilla 

Barasat Fenm • 

Calcutta Jhikei'gacha 

Khulna Bairackpoie 

The health of the troops remained excellent throughout. This 
■was in a large measure due to the attention given to the pro'vision of 
a full Field Scale Ration and to the preventive measures taken.^ 

MEDICAL STORES AND E^UIPJMENT 

An estimate of the average amount of each drug which would 
be necessary, was made on the basis of the experience of Calcutta 
hospitals and drugs were packed in ‘ 50 and 100 patient sets ’. The 
composition of the packets was altered in the light of experience and 
with changing conditions, but the general system remained throughout 
the same as had originally been planned and was successful. 

The organisation of supplies of cholera vaccine, vaccine lymph 
and bleaching powder was undertaken by the Pubhc Health Com- 
nussioner for India and Director of Pubhc Health, Bengal. Supplies 
of cholera vaccine and bleaching powder were maintained satisfactorily. 
Supplies and distribution of vaccine lymph, however, weie not wholly 
satisfactory. Breakages in transit by post due to defective packing 
and delays in postal delivery were frequent. There was a temporary 
shortage of vaccine late in February and March. This ivas due 
paitly to misunderstanding regarding the supply position by the local 
authorities, but mainly to an almost incredible step up of the vaccina- 
tion drive. This exceeded the most optirmstic foiecast and supplies 
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of vaccine lymph seemed to melt away as soon as they were received 
As many as 2,000,000 doses per week were being despatched at one 
penod The difficulties regarding supply were, however, soon 
overcome 

One of the greatest aids in facilitating the speedy supply and 
distribution of drugs and vaccines was the courier service Pnor to 
the closing down of this service from 15 Apnl 1944, large stocks of 
bleaching powder, vaccines and reserves of drugs were built up in the 
districts by the Surgeon General and the Director of Public Health 
In case of an emergency air transport \vas also utilised Particular 
mention must be* made of the United States Army Air Force, 
which gave valuable assistance On one occasion three DC 35 were 
made available by the USAAF although only one had been demanded 
Help was also readily given by the RAF on many occasions 


^VITHDRAWAL 


To review the Bengal famine n lief problem a medical conference 
was convened at Calcutta from 28 to 31 January 19^4 All officers 
commanding medical units, medical officers in-chargc areas and 
DADsH attended the conference The final session was attended by 
the Surgeon General and the Director of Pubhc Health, Bengal 

It was decided to complete the withdrawal of the military 
medical organisation by 30 April 1944 To ensure a smooth and 
easy withdrawal, the situation m each individual hospital was studied 
by senior civil and military officers and arrangements were made for 
a gradual planned withdrawal 

The military hospitals closed gradually, the last one at Bhola 
in Bakerganj distnet closed on 24 April 1944 All mobile treatment 
centres were also closed by 25 Apnl 194a 

Prior to the complete withdrawal, the opportunity was taken 
to tram certain civil medical officers m military hospitals By 2 May 
1944, the military medical staff left to perform public health duties 
in connection with the Bengal Famine Rehcf included one ADH, 
ten DADsH and fifty six SDHOs 

The task of the Army in connection with the famine relief was 
thus successfully accomplished This humamtanan assignment resulted 
m the saving of thousands of lives and brought hope and relief to 
millions in Bengal at a time when all hope of succour and recovery 
had vanished At first, some were inclined to regard the employment 
of troops for civil relief work as a serious interruption of their training 
for war They, however, soon realised that the restoration of normal 
conditions m Bengal was an important military task as Bengal formed 
the military base and mam line of communication It also became 
obvious that the famine relief work had also very important training 
value since it provided opportunities to develop initiative and en- 
couraged improvisation 
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The following few examples illustrate the extent of the work of 
the military medical units • — 

(1) A section of one hundred beds of No 42 IGH was lequued to 
move to an island to meet a sudden emergency At 1000 houis 
the unit arrived by steamer and baiges at the ghat and transferred 
its equipment to fourteen country boats By 13 00 hours the 
section had proceeded seven miles up the stream to its destina- 
tion (two boats sinking on the tvay) and arriving at 18 00 houis 
staited work immediately Within twentv-four hours of its 
arrival the unit had actually admitted eighty patients Duiing 
its move from the mainland the section had inoculated and 
vaccinated 1,086 people.^® 

(u) No 28 CCS m twenty weeks tieated 133,470 cases, gave 113,822 
cholera inoculations and 173,095 small-pox vaccinations An 
average number of cases, tieated by each officer each day was 
44’56 malaria cases, 18 92 othei cases, 54 20 cholera inoculation 
and 82 40 small-pox vaccination “ 

(ill) No 9 Light Field Ambulance treated 244,390 cases, inoculated 
86,344 and vaccinated 39,979 It visited approximately 2,500 
villages and covered a distance of 141,000 miles (excluding the 
journey from Southern Army to Bengal) and distributed 126,336 
pints of milk to nuising mothers and infants 
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CHAPTER XIX 


Medical Oiganisation foi Civil Defence in India 

The problem of protecting the civil population in the event of 
war, and of providing adequate medical and surgical treatment in 
case of injury ansing from hostile actuity, either by bombing from 
the air or by any other means, \vas one which had engaged the 
attention of the Government of India as far back as 1936 In that 
year a ‘note’ was prepared by the Chief of the General Staff and 
the AOC in-C, drawing attention to the need for a preliminary 
examination of the problem 

On 25 August 1937, a committee was appointed to report on 
the need for air raid precautions (ARP) for the protection of civilians, 
key industries, and essential Government services in India against gas 
and bomb attacks, etc This committee submitted its report on 
7 Apnl 1938, and, amongst other items, dwelt on the necessity of 
instituting ARP schemes for ‘First Aid Medical Arrangements’ 
In consequence of this report a skeleton organisation was set up under 
the Home Department 

At the outbreak of World War 11 the organisation consisted of 
one officer on special duty to advise on ARP Subsequent appoint- 
ments were made as under — 

Joint secretary September 1940 

Deputy secretary 

(Officer on special duty) January 1941 

Liaison officer April 1941 

In 1941 a rapid expansion of ARP activities took place, and in 
August 1941, a separate Civil Defence Department was formed and 
Dr E Raghavendra Rao, Adviser to the Secretary of State for India, 
who had first-hand experience of air raid conditions and civil defence 
in London, was appointed member in-charge of Civil Defence 111 
the Governor General’s Executive Council He died in June 1942, 
and was succeeded by Sn J P Srivastava 


MEDIC VL OR&VNISVTION AT HIE HEVOqUARTERS 

Prior to June 1941, knowledge of ARP medical organisation 
m India was based almost entirely on the publications already issued 
in the United Kingdom These publications were not always appli- 
cable to the conditions in India v\ith her great size, congested centres 
of population and entirely different climatic conditions With the 
continued expansion of ARP activities in general, and the hospital 
and casualty services m particular, cases referred to DGIMS were so 
frequent that it became necessary, in June 1941, to create an appoint- 
ment of a DADGIMS (ARP) m his office to deal with such cases 
to tbe increase m work the appointment of 
DADGIMS (ARP) was upgraded to that of an ADGIAIS and an 
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additional appointment of DADGIMS (ARP Stores) was created 
to take over the duties m connection with the central reserve of medical 
stores. Soon after, in July 1942, another DADGIMS (ARP) was 
sanctioned to assist the ADGIMS (ARP) and to enable him to under- 
take tours of provinces and states and give assistance and advise on 
the spot. 

By July 1943, the amount of work in the ARP section of the 
office of DGIMS had been considerably reduced, especially with regard 
to the central reserve of ARP medical equipment. The post of 
DADGIMS (ARP Stores) was, therefore, kept vacant though not 
surrendered. 

CONFERENCE OF PROVINCIAL AMOS IN JULY 1 94 1 

Advantage was also taken of the conference of provincial 
AMOs, which was being held on 21 July 1941 m Simla, to discuss the 
following problems and give special consideration to the medical side 
of the ARP organisation. 

(i) General organisation and administration co-ordination between 
the Government of India and the Provincial Governments 

(11) Evacuation and tieatment of casualties. 

(ill) Casualty receiving hospitals 

(iv) Base hospitals. 

(v) Provision of medical staff for the ARP organisation. 

(vi) Medical stores for ARP. 

(vii) Training of medical officers in the tieatment of gas casualties, 
(viii) Blood transfusion scheme. 

(ix) rrangements for the safe deposit of radium. 

(x) Recording and notification of casualties 

Another conference was also held from 17 to 25 August 1942, to 
discuss the various problems m connection with the medical aspects 
of ARP. 


THE CIVIL DEFENCE POLICY 

The appreciation of the air threat to India was a responsibility 
of the General Staff. In 1943, India was divided into the following 
three areas, according to the vulnerability : — 

(i) the pieliminary warning areas that is the area within reach or likely 
to be within the reach of hostde aircraft ; 

(11) the thieatened areas • that is the area which, if things went badly, 
might come within the reach of hostile aircraft. 

(ill) The rest of India — The possibility of a serious threat to India 
first developed against the north-west of India when German Armies 
had temporarily triumphed in Western Europe m the summer of 
1940, and it seemed only a matter of time before they would turn 
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eastward At the same time it uas feued that Japan would enter 
the war as soon as it suited her to do so, and probably without warn- 
ing In view of the above considerations certain parts of India 
were declared to be ‘ threatened ’ areas The entry of Japan into 
the war m December 1941, altered the balance of tlic threat and in 
consequence the area in the east of India, together with a hundred 
mile wide coastal belt around the whole coast except the part north 
of Bombay, was declared a ‘preliminary warning’ area During 
1942, several changes were made in the ‘ threatened ’ and ‘ preliminary 
wanimg ’ areas, but tlicy were comparatively minor in character, and 
the mam areas considered to be m danger remained unchanged 

By February 1943, the whole aspect of the war m the cast 
liad altered Successive defeats of the German Armies in Russia and 
the Italian troops m North Africa had reduced the threat to the 
north-west The whole question of the civil defence policy was, 
therefore, revised, and a new policy based on the following division of 
India was put into operauoa — 

(I) Jteci Arm w'hcrc the tJircit judged to be the greatest 

(II) FinA Area where the threat was judged to be less 

(ill) Whxie Area where the threat uas judged to be slight 

In addition certain ‘ Black Spots ’ or definite target areas were specified 
within the ‘ Red Areas ’ The ARP policy vaned according to the 
civil defence classification of the area concerned but may be bnefly 
summarised as follows — 

(I) Blari spots where the number of static md mobile first aid 
posts was to be increased, ambuHnee services were to be mam- 
tamed and medical stafis in hospital services were to be retained 
at the civil defence scale (g doctors per aoo beds) 

(II) Bed Area where first aid posts and ambulance services were to 
be maintained and medical stafis m hospital services were to be 
on a scale of 2 beds per J,ooo of population 

(ill) Pin! and White Areas whcie as many static first aid posts as 
possible were to be replaced by mobile first aid posts , all bull 
dings except hospitals or regular dispensaries were to be released 
Vehicles were to be reduced m number in ambulance services , 
paper schemes were to be perfected for hospital sci vices and 
medical staff in excess of the regular hospital staff was to be 
earmarked 

A further and important consequence of the new policy was 
the closing down of the Civil Defence Department with effect from 
7 September 1943, from which date the ivork on civil defence was 
earned out by the Civil Defence Branch m the Defence Department 

In November 1943, the general question of civil defence policy 
m India was again reviewed, and it was decided that in view of the 
lessening threat from the air raids the ‘ red area ’ should be consi- 
derably reduced It was further agreed that the only senous threat 
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which remained was to the Provinces of Assam, and Bengal and that 
part of the Provinces of Bihar and Orissa which was east of 86° longi- 
tude together with the town of Cuttack and an area of twenty-five 
miles round certain important ports. The ‘ Pink Area ’ was abolished 
and the whole of the remainder of India was declared a ‘ White Area 
The policy m the newly defined ‘ Red Area ’ remained approximately 
the same as was decided m February 1943. It was also decided that 
all ARP schemes in the ‘ White Area ’ should be closed down and 
only ‘ paper ’ schemes kept m operation. 

In November 1944, the threat to India had become still less 
and a considerable reduction of the ‘ Red Area ’ took place. The 
whole of India was declared to be ‘ White Area ’ in May 1945, and 
the ARP section of the office of the DGIMS closed on 31 August 

1945 


CASUALTIES RESULTING FROM AIR RAIDS IN INDIA 


In India the first four small raids were made on 6 April 1942, 
on Vizagapatam. Eight persons were killed and fourteen injured. 
On the same day there was a very light raid on Goconada. These 
weie followed by two heavier raids, one on Chittagong on 8 May, 
in which 126 people were killed and 83 injured, and one on Imphal 
on 10 May, in which 100 people were killed and 80 injured After 
that, air raids took place spasmodically at intervals of up to six months. 
On the whole the raids were comparatively light and casualties not 
excessive, but on a few occasions the number of casualties was consi- 
derable as in the following instances — 


Town 

8 May 1942 — Chittagong 
10 May 1942 — Imphal 
5 December 1943 — Calcutta 


Killed 

ln]ured 

126 

83 

100 

80 

441 

738 


In all there were 3,521 casualties, of which 1,432 were killed, and 
2,089 wounded. Bengal suffered the greatest number of casualties 
where 1,049 were killed and 1,698 injured. In Assam 371 were 
killed and 343 mj'ured and in Madras 12 were killed and 43 injured. 
No other province had any air raid casualties It will be noted that 
the proportion of killed to the injured is m the ratio of about 2 , 3 
which approximates to the comparable proportion in the other theatres 
of war. 


.\SSISIANCE AND TECHNICAL ADVICE TO THE PROVINCES AND STATES 

Advice to the provinces and states on ARP was one of the 
earliest civil defence measures to be adopted by the Home Depart- 
ment of the Government of India In November 1940, the first of 
the series of pamphlets. Handbook No i, Genet al Ptinciples of Air 
Raid Piecaution in India was published The medical arrangements 
advised in this handbook dealt with the enrolment, organisation 
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and training of first aid parties, very simple ambulance arrangemems 
and the organisation of first aid posts A list of necessary stores and 
equipment to be maintained at the first aid posts and with the first 
aid parties was also given 

After the appointment of the DADGIMS (ARP) in June i94i> 
further instructions were issued to the provinces and states 

In June 1942, a second revised edition of Air Raid Precaution 
Handbook No i was published which was more comprehensive than 
the onginal handbook and dealt uith the following subjects — 

(I) Geiieial organisation of casualty services 

(II) Hospital organisation 

(ill) Ambulance services 

(iv) Control, composition, number, and equipment of and depots 
for first aid parties 

(v) Control, functions, spacing, size, layout, personnel, medical 
equipment and stores and personal equipment of the staffs of 
first aid posts 

(vi) Mobile first aid posts 

(vii) Local reserves of medical equipment 
(viii) Central reserves of medical equipment 

(ix) Records of air raid casualties 

Complete scales of equipment for all the units mentioned above, 
and for the medical portion of the equipment of other ARP services, 
were laid down in the appendices to the handbook 


ORGANISATION OF FIRST AID POSTS SITUATED AT OR \DJ AGENT TO THE 
HOSPITALS 


In September 1941, the Government of India recommended 
to the Provincial Governments that first aid posts should be attached 
to hospitals wherever possible , and that the casualty department 
of a hospital (where it existed) should be used as a first aid post 
IVhere this was not possible, the first aid post should be lodged in an 
adjacent building It was pointed out that such an arrangement, 
while maintaining the functions of the post as a screen to the hospital 
against an abnormal influx of lightly injured persons, would facilitate, 
With the least possible delay, the admission to the hospital of cases 
requiring treatment as in patients The ‘ post ’ would also com- 
bine m some degree the functions of a reception and sorting department 
for the hospital It had the added advantage that the resources 
of the hospital personnel and equipment would be available if neces- 
sary for the support of the ‘ post * In October 1941, recommenda- 
tions for the establishment of a cleansing section of the first aid post 
were issued and authorised personnel and scales of equipment were 
laid down By January 1943, 657 station first aid posts had been 
completely equipped and staffed 



420 


ADmNISTRATION OF MEDICAL SERVICES 


PROVISION OF MOBILE FIRST AID POSTS 

In November 1941, it was suggested to the provinces that in 
the less densely populated and poorly developed areas static first aid 
posts might be replaced by mobile first aid posts which could be used 
to set up an aid post as and where required. Experience in England 
had shown that mobile first aid posts could often be used instead of 
static aid posts in suburban areas and that even in the thickly popula- 
ted areas they were likely to prove a useful replacement or reinforce- 
ment of static aid posts which might be destroyed or overwhelmed by 
a large number of casualties. It was further suggested that the 
provincial governments might consider the proposals in '“the light of 
local conditions, particularly in the big cities. It was made clear that 
mobile first aid posts should not be m addition to the static ones 
already sited but should replace certain of the latter according to 
local conditions. In some cases a mobile first aid post could perhaps 
replace as many as two or three static posts. Plans of a mobile first 
aid post were circulated, together with the^ scales of equipment and 
suggestions for its use and functions. It was suggested that the mobile 
post should consist of a motor vehicle, such as a big truck or Ford van, 
suitably equipped and staffed. It was not intended that first aid 
be carried out inside the vehicle. The function of the mobile post 
was partly to enable a complete first aid medical unit to proceed to 
the scene of major air raid damage, and partly to reinforce the static 
posts. By January 1943, 143 mobile first aid posts and 838 regular 
and improvised ambulances had been completely equipped and 
staffed. 

« 

ASSISTANCE AND TECHNICAL ADVICE TO CERTAIN DEPARTMENTS OF THE 

GOVERNMENT OF INDIA 

In addition to the provinces and states, technical advice and 
assistance were also given to certain departments of the Govern- 
ment of India by the ARP section The section always worked in 
the closest collaboration with the Civil Defence Department. Assis- 
tance was given to the department by preparing the medical sections 
of the following publications : — 

(I) ARP Training Manual JVb. i (India) January 1943 (Individual 
tiaining, fiist stage) 

(II) ARP Training Manual Mo 2 (India) November 1942 (Manual 
for officers responsible for ARP training) 

(ill) ARP Taming Manual Mo. i (India) {Gas Supplement) (War gases 
and personal protection against gas), 

A series of ARP medical manuals and memoranda was also prepared 
in the office of the DGIMS and published by the Civil Defence 
Department. Most of the eventuahties of a medical nature likely to 
arise as the result of hostile air activities were discussed in them. 
There ivas also close co-operation with the Structural Precautions 
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Officer in the preparation of ARP Handbook No 8 {Stnictuml Pre* 
cautions against air raid ruks vi hospitals Second Edition revised 
December 1942) Technical advice \\as frequently gi\cn to the civil 
defence training schools, and a special directive (notes on the 
functions and organisation of first aid posts) was prepared in August 
1942, for the civil defence specialist officers training course at 
Lahore 

Vanous forms m connection with the war injunes scheme and 
regulations, 1942, were formulated in consultation with the Depart- 
ment of Labour Advice was also given on the medical aspects of 
ARP m factones In particular, suitable scales of equipment for use 
in the factories were drawn up and detailed specifications of certain 
special items of equipment, such as splints, were supplied Assistance 
was given to the factones in building up their central reserves of 
medical equipment and stores Advice was also given to the Railway 
Board and Port Trusts on all medical aspects of ARP 

In addition to the above, every possible assistance was also given 
to vanous non governmental organisations, in particular to the St 
John Ambulance Association (Indian Council) in connection with the 
ARP 

APPORTIONMENT OF FUNCTIONS OF CENTRAL AND PROVINCI VL \DMINIS- 
TRATION AND ORGANISATION 

The medical organisation of civil defence was on a provincial 
basis The function of the Government of India was confined only 
to the giving of advice and assistance, financial and otherwise The 
general policy was to issue schemes and instructions with a view to 
enabling the provinces to proceed on uniform lines In certain 
provinces the whole of the medical organisation followed strictly 
the principle that the responsibihty for the whole of the medical 
services should be placed with the department which admimstcred* 
those services in peace-time In other provinces, however, notably 
Bombay, Madras and the Umted Provinces, the casualty services were 
under the ARP Controller, and the hospital services under the AMO 
This was felt to be unsatisfactory and the general policy of unification 
of the two organisations was discussed and emphasised at the meeting 
of the provincial AMOs held at Delhi m September 1942 

In peace time provinces generally had the government, local 
bodies (municipal and district board), mission, private and railway 
hospitals The provincial AMOs controlled their respective medical 
service and the Government hospitals Other hospitals were adminis- 
tered by their own governing bodies All the types of hospitals 
mentioned above were to participate m the emergency hospital scheme 
and were required to admit and give treatment to air raid casualties 
Certain precautions were necessary m estimating the number of 
beds which might be provided for ARP purposes from two types of 
government hospitals, viz , the infectious diseases hospitals and the 
mental hospitals It was envisaged that in the event of the outbreak 
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of epidemics there might be a considerable strain on the accommoda- 
tion in the infectious diseases hospitals in the area and, therefore, 
these should not be used for ARP purposes if this could be avoided. 
On the other hand, some of the mental hospitals which were situated 
in the periphery of the town could be utilised as base hospitals by 
discharging some of the milder cases to the care of their friends. 
The general principles for providing beds in the casualty receiving 
and base hospitals, were as follows • — 

(i) To free part of the normal accommodation in the civil hospitals 
by discharging the milder cases and transferring a proportion of 
the milder cases to the hospitals outside the danger area 

(u) To increase bed capacity in existing hospitals by putting extia 
beds in the wards, and also by providing emergency beds in the 
verandhas etc 

(ill) To convert suitable buildings into emergency ARP hospitals 

It was realised that the usefulness of a hospital for dealing with 
air raid casualties did not depend solely upon the number of beds 
which could be provided but also, to a greater extent, on the number 
of complete surgical teams which could be made available and the 
number of adequate operating theatres and surgical equipment in 
existence for their use. The standard to be adopted in assessing the 
capacity of a hospital for dealing with air raid casualties was the 
number of cases it could deal with during a given period. Provinces 
were asked to submit reports showing how many beds could be provided 
on the following basis • — 

(i) Within twenty-four hours by immediate discharge of minor 
cases or by the transferrence of some cases to the base hospitals 

(ii) Within a week by putting extra beds m the wards and verandhas 
of the existing hospitals additional to (i) 

(in) Within a month by taking over and equipping buildings already 
earmarked as emergency hospitals additional to (i) and (ii) 

Schemes were accordingly prepared by the provinces and forwarded 
to the Government of India for approval. Also, m order to furnish 
a comprehensive picture of the hospital services in India as a whole, 
provincial AMOs were asked to furnish monthly statements of ARP 
beds in certain important towns, and a quarterly statement for the 
whole province, in accordance with the classification already described, 
together with the particulars of medical and nursing staffs 

EXTRA BEDS FOR THE TREATxMENT OF AIR RAID CASUALTIES 

The normal number of hospital beds in the towns in British 
India classified for ARP pruposes was 49,731. It was, therefore, 
apparent that there would have to be considerable expansion in order 
to ensure that every possible emergency would be catered for. The 
existing number of beds in the threatened areas was quite inadequate 
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to meet the situation if heavy raids should take place In arriving 
at T decision regarding the number of additional beds required the 
corresponding figures m the United Kingdom were carefully consi- 
dered in the light of conditions likely to arise in India The beds for 
casualties provided m the United Kingdom m 1939, were m the ratio 
of I to 273’ of the population In December the ratio of beds 
completely staffed and equipped m the United Kingdom was i to 
431 of the population Taking all factors into consideration it was 
considered that m India it ivould be reasonable if beds at the scale 
of I to 500-750 of the population in the towns classified for ARP 
purposes nere provided The basis on which the provision of beds 
was made differed according to the vulnerability and the importance, 
both military and industnal, of the town or area concerned Classi- 
fication of the towns m India on this b isis had already been carried 
out, and all classified towns placed into categories I, II, or III accor- 
ding to their vulnerability It was proposed that the number of 
hospital beds in these towns should be increased to bring them up to 
the above proportions and that these should be allocated m two broad 
groups, , the casualty receiving hospitals in vulnerable areas and the 
base hospitals in safer areas 

In January 1942, the possibility of accommodating surplus air 
raid casualties from Bengal or Madras in towns m other provinces 
was albo explored The expenses of this scheme were ultimately to be 
borne by the province sending out the casualties for treatment It 
was suggested that Rs 1-4-0 to Rs 180 per day per bed for air raid 
casualties during periods when the beds were occupied and As Q-12-0 
per day when empty should be adequate as a maintenance cost 
The rates were not acceptable to the Government of Bombay, in 
whose case it was agreed that the rate to be adopted should be worked 
DUt when the scheme was actually put into effect It was provisionally 
agreed to provide the following additional beds m the Central Pro- 
vinces under the scheme — 


(I) Mayo Hospital, Nagpur 

(II) Victoria Hospital, Jubbulpore 
(ill) Silver Jubilee Hospital, Raipur 

(iv) Irwin Hospital, Amraoti 

(v) Main Hospital, Bilaspur 

(vi) Mam Hospital, Wardha 
(viil Emergency Hospital, Akola 
(vui) Emergency Hospital, Khandwa 

(ix) Emergency Hospital, Bhandara 
(jt) Emergency Hospital, Katni 

Total 


Beds 

600 

300 

300 

300 

100 

50 

too 

100 

50 

30 


1,950 


Later it was decided that the beds should be apportioned and definitely 
earmarked among the different provincial governments who expected 
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to use them eventually, and that the total number of beds maintained 
should be reduced to the number definitely earmarked for the provin- 
cial governments plus such a number as might be required by the 
military authorities. The proportionate charge on beds, if any, 
earmarked for the Defence Services was to be debited to the Defence 
Estimates. 

The provinces of Bengal, Bihar, Orissa, Madras and Central 
Provinces and the War Department were at the same time requested 
to report immediately to the Civil Defence Department of the 
Government of India the number of beds likely to be reqmred on 
these terms. On 25 September 1943, the Bengal Government intimated 
that they desired to reserve 1,000 beds m the Central Proifinces for 
the treatment of possible air raid casualties from Bengal. Eventually 
goo beds were actually reserved, 600 in Nagpur and 300 in Jubbulpore. 
In February 1944, 200 beds for air raid casualties from Bengal were 
reserved in Patna since it was nearer than the two towns in the Central 
Provinces and was also the station of the civil defence ambulance 
train. The beds in Jubbulpore were consequently relinqmshed. 
As the threat to India lessened it soon became apparent that even 
these remaimng beds were no longer necessary and this part of the 
civil defence organisation was, therefore, abandoned in April 
1944. 


FINANCIAL RESPONSIBILITY FOR ARP HOSPITALS 

The cost of providing hospital facilities for the treatment of air 
raid casualties was treated in the same way as other ARP measures 
and was included in the general ARP expenditure of the various 
provinces. At the outbreak of war, to encourage speedy action, the 
Government of India bore the whole cost, with the result that its 
financial burden rapidly increased and it became necessary to reconsi- 
der the matter. It was finally decided that responsibility for action 
lay ivith the provincial governments although the Government of 
India was prepared to assist with guidance and financial help. Cer- 
tain difficulties arose in the case of railway hospitals. It was suggested 
that reciprocal arrangements should be made between the govern- 
ment and the railway hospitals so far as the treatment of air raid 
casualties was concerned. In Karachi in September 1942? it 
was considered that the railway hospital should be enlarged for the 
reception of possible air raid casualties, but a difference of opinion 
arose between the Railway Board and the Provincial Government 
as to who should be responsible for the cost of the additional hospital 
accommodation. The matter was ultimately clarified by the Govern- 
ment of India which laid down that where railway hospitals were 
enlarged for the reception of air raid casualties as part of a general 
ARP scheme, the cost should be borne by the Provincial Government, 
the principle involved being that employees and travellers on the 
railways paid the same taxes as other persons and as such were 
entitled to a similar and equal consideration. 
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In June 1941, the Government of India after fuU discussion with 
the provincial governments agreed to bear 50 per cent of the first 
crore of rupees spent on the civil defence measures in each province, 
plus 75 per cent of the amount spent m excess of that sum This 
arrangement led to difficulties and delay and at a financial conference 
of the provincial representatives held m January 1942, a new arrange- 
ment was agreed upon The mam features of this arrangement were 
the full acceptance of responsibility for action by the provinces, and 
the institution of a ‘ slab ’ s>stem for pooling expenditure From 
that date each province bore the whole of tlie first ‘ slab ’ of expendi- 
ture m the province in each >car, which was approximately 4 per 
cent of the income of the Provincnl Government The next ‘ slab ’ 
of the same size was borne, 50 per cent by the provincial government 
and 50 per cent by the Government of Indn, and the next equivalent 
‘ slab 25 per cent by the provincial government and 75 per cent 
by the Government of India Beyond this 12 5 per cent was borne 
by the provincial government and 87 5 per cent by the Government 
of India In this way the Government of India remained as an 
advisory and co-ordinating body but individual schemes could be 
dealt with by the financial authontics of the provinces In February 
1943, this position was further modified after reconsideration of the 
degree of nsk from air attack in various parts of India, and the ARP 
programme m certain parts was considerably reduced m view of the 
lessening of the threat from the air It was also decided that only 
such expenditure would be pooled as coincided with that policy 
Provinces were asked to review their ARP policies and to submit their 
proposals together with a note of the expenditure 

ESTIMATED COST OF EQUIPPING AND MAINTAINING ARP HOSPITAL REDS 

The cost of providing, equipping and maintaining hospital 
beds for air raid casualties of necessity, vaned within wide limits 
according to the area in which the beds were to be provided, and 
also according to the facilities already m existence It was generally 
less costly to provide extra beds by uUlismg space m the existing 
hospitals than by converting a building originally intended for other 
purposes into an emergency hospital After some expenence as to 
the cost of providing and equipping additional beds had been gamed 
in certain provinces, notably Bengal, the following suggested scale of 
payment was laid down by DGIMS — 

(i) ImUal cost per bed 

(a) When the beds were provided in the existing hospital 
buildings— Rs 45 to Rs 60 

(b) When the beds were provided m other than hospital 
buildings— Rs 60 to Rs 65 

(11) Maintenance cost per bed 

(a) When the beds were occupied— Rs 140 to Rs 1.8 o 
per day 

(b) \Vhen the beds were unoccupied— As o la o per day 
(lu) Cost per out patient 

As 060 to As 080 per day 
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EQUIPMENT FOR HOSPITALS 

No scale of medical and surgical equipment for hospitals was 
laid down, as it was virtually impossible to do so owing to the fact 
that the standard of equipment in the existing hospitals varied within 
veiy wide limits. Many large general hospitals did not require any 
extra surgical equipment to deal with air raid casualties except 
perhaps a certain quantity of splints, suture and ligature material, 
and certain types of equipment to enable them to deal with complicated 
fracture cases. It was, therefore, left to the provinces to take what- 
ever steps they deemed necessary m this connection by local purchase 
of necessary equipment. Assistance was, however, given by DGIMS 
through the medical stores depots wherevei it was possible to meet 
the provincial demands. Responsibility for medical and surgical 
stores of individual hospitals was allowed to lemain with the hospital 
authorities or the governing body. Accordingly they continued to 
arrange their own purchases in the normal way In order to meet 
the possible large demands for drugs and dressings, it was suggested 
that every hospital should hold such reserves as it could conveniently 
store and turn over and should try to keep m reserve at least one 
month’s supply calculated on the assumption that the hospital had 
all its beds occupied. To assist officers responsible for the organisa- 
tion and equipment of emergency hospitals, a suggested scale of 
equipment was also prepared 

STAFF ARP HOSPITALS 

It was obvious from the beginning that a large number of addi- 
tional medical officers and nurses would be required in order to staff 
the hospitals for ARP purposes, and the provincial AMOs were made 
responsible for the recruitment of this extra staff. As regards medical 
officers, they were in all cas'es employed on a purely provincial basis. 
Some provinces employed these both on a full-time and part-time 
basis, and others earmarked a certain number for duty m the event 
of an emergency. Rates of pay varied in different provinces and 
were generally based on the rates of provincial medical services, e.g., 
Assam in 1942, paid Rs. 75/- to Rs 100/- per month for full-time 
graduates while Bengal paid Rs 75/- to Rs. 250/-. In Madras an 
attempt was made to ensure that certain specialists attached to 
the local hospitals would remain in the city in the event of an 
emergency by paying them a retaining fee of Rs 150/- to Rs 250/- 
per month. A retaining fee of this nature was not paid in Bengal 
but rates of pay varying from Rs. 350/- to Rs. 500/- per month were 
sanctioned for specialists employed during an emergency. 

In Januaiy 1943, there were approximately 48,400 beds for air 
raid casualties m India It was suggested by DGIMS that nine medical 
officers were required for staffing a unit of 200 beds. Of these there 
could be 3 graduates and 6 licentiates. On the above basis 2,180 
medical officers (727 giaduates and 1,453 licentiates) were required. 
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In addition to the above, adequate arrangements were necessary for 
part time visiting surgeons, physicians and anaesthetists The actual 
number of medical officers employed for staffing the ARP hospital 
beds in January 1943, was i, 4 S 7 > "which included 1,065 full-time, 
94 paid part-time, 59 voluntary full time and 269 voluntary part-time 

The situation with regard to the nursing staff for ARP hospital 
beds was very precarious It was difficult to estimate exactly the 
number of nurses available for duty m the casualty receiving hospitals 
A certain number of nurses were employed on normal peace time 
duties and were available m the event of casualties resulting from air 
raids A rough estimate of the total number of nurses required was, 
however, prepared m the office of the DGIMS m November 1942 
It was estimated that every hospital unit of 100 beds would require 2 
trained nurses and 10 members of the ANS(I) A total of goo trained 
nurses and 4,500 members of the ANS(I) were thus required The 
total number of nurses trained under the ANS(I) training scheme 
for local service up to May 1943, was 261 only, which was a mere 
fraction of the total number required to staff the ARP hospitals 
adequately 

STRUCTURAL PRECAUTIONS AGAINST AIR RAID RISKS IN HOSPITALS 

Structural precautions to provide protections against air raid 
risks m the hospital depended not only on its individual features, but 
also on the degree of nsk which it might be expected to incur The 
importance of light and air to recovery from injury or disease had 
also to be taken into account Where the threat of raids was very 
slight the preservation of light and air justified the omission of all 
structural precautions which would materially reduce these As the 
threat increased some reduction m light and air was justified 
up to the point of full structural precautions in intensely dan- 
gerous places A further factor for consideration was the proximity 
of large factories, especially ammunition works, important 
railway junctions and densely populated areas, and the likelihood 
of these being targets for attack It was for the provincial 
governments to decide what degree of protection was called for in 
the particular circumstances In very vulnerable situations it was 
necessary to give splinter and blast protection to 50 per cent or more 
of the wards by methods such as the construction of suitable protec- 
tive walls or the removal of glass from the windows and doors This, 
in the case of multi storeyed buildings, meant loo per cent of the 
ground floor rooms For less vulnerable situations such protection 
for 15-25 per cent of the wards was sufficient In addition to the 
protection of wards, it was important to give suitable protection to 
the operating theatres, X ray and otlier valuable equipment, dis- 
pensaries, mam pathological laboratones, medical stores, food stores 
and kitchens Other precautions included the provision of stand by 
lighting sets, a supplementary water supply adequate for fire fighting 
and domestic purposes and the provision and maintenance of stirrup 
pumps and the training of stirrup pump parties 
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INITIAL PROVINCIAL ARP MEDICAL AND SURGICAL EQ,UIPMENT 


Although certain general suggestions and shales of equipment, 
based on those in operation in the United Kingdom, had been included 
in the ARP Handbook No. i, it was not till September 1941, that any 
active steps were taken to ensure that adequate supplies of medical 
and surgical equipment should be available in the provinces for the 
treatment of possible air raid casualties. In that month standard 
scales of equipment for casualty services were laid down by the Govern- 
ment of India. The provincial governments and the chief com- 
missioners were informed that in future supplies of medical stores, 
drugs, dressings and appliances should not be purchased locally, but 
that indents should be placed on the medical stores depots through 
the Home Department of the Government of India. They were also 
informed that a reserve of medical stores and equipment should be 
held by them to replenish the stocks used by the various casualty 
organisation units. The reserves were to be divided into first line and 
second line reserves, 50 per cent, being allotted to each. First line 
reserves were to be held after the preliminary warning in selected first 
aid posts for immediate replenishment of the first aid posts, first aid 
boxes and haversacks ; second line reserves were to be held in selected 
hospitals serving a group of first aid posts. 

Following the entry of Japan into the war in December 1941, 
the position in certain provinces vulnerable to air raids was so un- 
satisfactory that it became necessary to adopt, as a matter of urgency, 
some measures to speed up the equipping of the provincial civil defence 
organisations. Accordingly the provinces of Bengal, Assam, Bihar, 
Madras, Bombay and Orissa were informed that they could place 
indents, in an emergency, for initial equipment directly on the medical 
stores depots, in accordance with the scales already laid down in 
September 1941. Further, in extreme necessity, they were authorised 
to purchase equipment locally. In April 1942, it was decided that 
initial ARP equipment, particularly for casualty services, in all the 
provinces was entirely the responsibility of the provinces themselves 
and that when the quantities required were not unduly large they 
should be obtained by local purchase. Assistance in local purchase 
was afforded through the medical stores depots of Calcutta, Madras 
and Bombay, which were asked to put the provinces in touch with 
the best and cheapest sources of supply. Where the quantities of 
indigenous stores required for initial equipment were large it was 
suggested that the purchase should be made through the DGIMS, 
Central Purchase Organisation, by means of consolidated indents 
covering the requirements up to the end of 1942 and for 1943. It was 
pointed out that a reasonable time limit must be allowed for the 
procurement of medical stores after firm demands had been placed. 
This time-lirmt was likely to be approximately six months in the case 
of indigenous stores and twelve to eighteen months in the case of 
imported items. 



MEDICAL ORGANISATION FOR CIVIL DEFENCE IN INDIA 429 


CENTRAL RESERVE OF ARP MEDICAL STORES 

Anticipating further difficulty m the procurement of medical 
and surgical equipment for ARP in an emergency, a scheme for a 
central reserve of ARP medical stores both for the casualty receiving 
hospitals and for the casualty services was prepared early in 1942, 
and the provinces were notified of the proposal in Apnl of that year 
The purpose of the central reserve was not to provide initial equip- 
ment but to meet the most urgent demands from the heavily raided 
areas, and to replenish provincial stocks after such raids The reserve 
was calculated on the basis of provision for 10,000 hospital beds, and 

45.000 casualties It was estimated that at worst there might be 

20.000 casualties per month, out of which 7,000 might probably be 
killed and a further 3,000 might not require hospital accommodation 
In view of the probable difficulty that the provinces were hkely to 
have in obtaining items of medical equipment for the casualty services 
when their own reserves were exhausted, it was also decided to build 
up a central reserve which was estimated on the basis of 15,000 
casualties per month On the assumption that the intensity of the 
attack might last for three months and since at least the same penod 
was required to procure indigenous stocks, total provision was made 
for 45,000 casualties In addition to these estimates a 100 per cent 
reserve was maintained for expendible articles such as drugs and 
dressmgs , and also certain reserves for non expendible articles such 
as synnges, needles, etc , to provide replacement due to breakage or 
loss In order to cover the cost of medical stores on the basis outlined 
above, a sum of eighteen lakhs of rupees was sanctioned by the Govern- 
ment of India 


KARNAL ARP MEDICAL STORES DEPOT 

In order to house central reserve medical stores, a new depot 
was opened at Karnal in May 1942 The Karnal Depot, being an 
integral part of the government medical stores depot organisation, 
was under the administrative control of DGIMS This facilitated 
smooth working and staffing, as experienced depot personnel were 
made available from other depots to provide a nucleus staff A 
manager of the IMD cadre was m charge of the depot with staff of 
thirty eight persons to assist him 


RAIPUR DEPOT « 

In May 1943, about 25 per cent of the ARP central reserve 
^ock was transferred from Karnal to the Medical Stores Depot, 
Raipur, firstly because the provision of accommodaUon at Karnal 
was becoming inadequate as stocks increased, and secondly in older 
that a certain proportion of the stocks might be nearer the threatened 
areas and, therefore, more easily available in case of urgent necessity 
For this reason efforts were also made to ensure that stocks transferred 
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should be proportionately representative of the whole of the stock held 
at Karnal and likely to be required in an emergency. 

STOCK POSITION OF THE ARP CENTRAL RESERVE IN MARCH 1 943 

The stock position of the ARP central reserve made steady 
progress, m spite of many difficulties connected with the shortage of 
supply. On 25 March 1943, the position was that out of 179 items 
demanded in the original indent, 115 had been received, some in 
part others completely. In terms of percentage under two main 
headings the stores received were instruments and appliances — 55' 6 
per cent, and drugs and dressings — 56’3 per cent. Following the 
revised ARP policy of the Civil Defence Department m February 
1943, about thirty items of non-expendible articles such as surgical 
instruments and appliances had been removed from the list of out- 
standing items It was also decided that the quantities of certain 
other Items received up-to-date would be sufficient to meet the 
requirements of the newly defined ‘ Red Area ’ and demands for the 
remainder of these items were, therefore, also cancelled. 

ARP MEDICAL STORES UNDER LEASE/lEND 

Early in January 1942, a communication was received from the 
Secretary of State for India asking for estimates of India’s require- 
ments for 1942 and 1943 of certain medical stores which were to be 
procured from the United States of America under lease/lend agreements. 
The Export/Import Branch of the Supply Department accordingly 
estimated ARP requirements for the whole of India on the population 
basis, taking the requirements of Bengal and Bombay as a guide for 
their calculations These estimates were communicated to the 
Secretary of State in February 1942. Stores indented for ARP 
(India) on receipt formed part of the government cml stores and 
were stocked m the first instance at the receiving Medical Stoies 
Depots. Allotment of this stock was made to each province accor- 
ding to its requirements 


ARP DRESSINGS 

Early in 1942, the Civil Defence Department was asked by 
certain provincial governments and departments of the Govern- 
ment of India to supply shell and first field dressings for their ARP 
casualty organisations. As the dressings were required exclusively 
for civihan use, it was considered that suitable modifications might be 
made in the specifications of both types of dressings without loss of 
efficiency. Some of the imported or costly items m the shell and 
first field dressings, such as safety pins, water proof covers, acriflavm, 
and khaki dye on the outer cover and bandages were, therefore, 
omitted and new specifications were drawn up and circulated to the 
provinces In order to prevent confusion the new dressings were 
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caUtd ARP dressing large, and ARP dressing small, and for conve- 
nience of distribution these were packed in cases, each containing 300 
ind 200 dressings respectively Orders were placed through the 
Central Purchase Organisation of DGIMS for the initial stocks of 
25,000 large and the same number of small dressings for distribution 
to the Labour Department for factories, Railway Board for State 
owned railways, centrally administered areas, certain provinces and 
states Arrangements were also made for the provision of 100,000 
of each type of ARP dressings for the central reserv c In addition, 
sufficient textile material was also available from the stocks at Karnal 
for the manufacture of ARP dressings at short notice 

central reserve of the ARP MEDIC \L STORES FOR THE LABOUR 

DEPARTMENT 

In August 1942, the Labour Department decided to build up 
a central reserve of medical stores and equipment to meet emergency 
demands, and to replenish the stocks of the ARP casualty services m 
factories which were a Labour Department responsibility The number 
of casualty service units which the reserve was intended to cover was 
approximately 1,000 first aid centres, 1,315 first aid parties, 1,315 
rescue parties and 1,000 wardens’ posts Tlie number of units of 
each service was calculated on the basis of the average number of 
workers employed in a factory, and the quantity of stores for each unit 
was based on the scale of equipment laid down by the ADGIMS 
(ARP) The estimated cost of the Labour Department central reserve 
of ARP stores was about one lakh and eighty thousand of rupees 
Factones established their own local reserves for immediate replenish- 
ment It was arranged that when they started drawing on their 
local reserves, they would approach the Labour Department for 
replacements, which would be made from the central reserve The 
central reserve was stocked both at Karnal and at other medical 
stores depots at Lahore, Bombay, Calcutta and Madras The stov-k, 
in common with other ARP reserves, was by tlie government, 
but indenting factories were to pay for their requirements on issue 
The total number of items for this central reserve as shown m the 
original indent was forty-eight 

RE-DISTRIBOTION OF ARP MEDICAL EC^UIPMENT FOLLOWING THE REVISED 
CIVIL DEFENCE POLICY OF FEBRUARY 1 943 

In March 1943, all provincial governments were informed that 
the Government of India considered it necessary that a review of all 
items of ARP equipment should be undertaken Information was 
required regarding the quantities of any items falling short of, or 
surplus to, requirements In order further to co ordinate provincial 
action resulting from the new policy, a conference of provancial 
representatives was held at Delhi on 13 April 1943 The general 
pnnciple “ that everything possible should be got to where it could 
be used in the war effort, rather than being kept out of use for the 
problematical future advantage of any particular organisation 
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was agreed to at this conference. The Government of India there- 
after informed the protancial governments m the ‘ Pink ’ and 
‘ White ’ areas that the entire existing stock of ARP medical equip- 
ment in their possession should be regarded as available for the follow- 
ing purposes m the same order of priority ; — 

(i) Equipment requned for the ‘red areas’. 

(u) Equipment requiied for the provision of beds in civil hospitals 
foi military cases 

(ill) Equipment for ordinal y cm rent requirements of civil hospitals 
and dispensaries 

(iv) Equipment to be retained against possible changes in the war 
situation. 

Steps were taken to airange for the distribution of items that 
had been declared surplus in the stocks of Punjab, Bombay and North 
Western Fi’ontier Province to the other provinces requinng them. 
Transfer of certain stocks under this scheme was made to Assam, 
Bengal and Orissa during the months of August and September 1943. 
In the case of Bihar certain areas were adjudged to be not in the danger 
zone and the only places in which precautions were to continue accor- 
ding to the accepted scales were Jamshedpur, Jamalpur, Ranchi and 
the Jharia coalfield area. 

CIVIL DEFENCE DEPARTMENT HOSPITAL TRAIN 

In June 1942, the Civil Defence Department took steps to 
provide a broad gauge hospital tram for the evacuation of civilian 
casualties from the blitzed areas in case of necessity. The train 
consisted of twelve bogies with a total accommodation for 112 male 
and go female patients. Accommodation for a dispensary and 
medical and surgical stores and vegetarian and non-vegetarian kitchens 
was also provided. Each coach has a separate tank for drink- 
ing water, lavatories and a shower bath, and a specially designed 
‘ wash ’ for bed-pans. Electric lights and fans were fixed in each 
coach and weie centrally controlled from a switchboard at the end 
of the coach. The tram was constructed at the East Indian Railway 
Worlcshops at Lucknow and was ready for use in July 1943. The 
cost of the tram was about Rs, 3,50,000 and the initial cost of 
medical stores and equipment about Rs. 19,000. Reciprocal 
arrangements were made with the military authorities by which the 
Civil Defence Department could use military ambulance trains in 
case of urgent necessity and vice versa. The following nucleus staff, 
until such time as the train was put into active commission, ^vas 
provided • — 

Medical officei (major) i 

Stoie-keepei cum dispensei i 

Male nurses 2 

Ward servants . 2 

Sweeper i 

Additional peisonnel 22 

(When the tram tvas in 
actual use) 
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Equipment for the tram was supplied from the MGO*s Branch 
and from the Civil Defence Department central reserve as far as 
possible Remaining items were obtained by local purchase When 
not actually in use the tram was stationed at Patna, where it could be 
readily available m an emergency, but was sufficiently distant to be 
in. a position of comparative safety when not in acUve use There was 
no occasion to use die tram for air raid casualties It was therefore 
loaned to the military authonties for the transport of military casualUes, 
and in that capacity it had travelled a distance of about 30,000 miles 
The tram was finally handed over to the War Department completely 
in February 1945 

THE TRAINING OF MEDICAL PERSONNEL IN THE TREATJMENT OF GAS 
CASUALTIES 

The general policy of the Government of India ivith regard 
to anti-gT measures was to provide only a nucleus of trained personnel, 
and to store m bulk certain equipment ready for distnbutioii if 
required Since August 1942, anti-gas preparations had been restricted 
to certain towns in Assam, Bengal and Bihar The training of medical 
officers m the treatment of gas casualties was included m the gas policy 
m February 1942, and a course of instruction was held at Poona in 
April and May of that year A second course was held during the 
following October In all, twenty-four medical officers were trained 
at these courses In May 1942, it was decided that civil surgeons 
and medical officers of large hospitals in the provinces of Assam, 
Bengal and Bihar should acquire some knowledge of the medical 
treatment of gas casualties It was, therefore, recommended to the 
governments of these provinces that they should institute courses of 
instruction to be conducted by the medical officers who had already 
been trained m Poona In certain * gas target ’ towns, special instruc- 
tions were issued for the training of the following personnel — 

(0 medical officer m charge of first aid post, 

(u) cleansing section staff of first aid post with gas cleansing section 
plus all reserves , 

(ui) officers m charge of casualty organisation^ staff officers and all 
personnel authorised to receive anti gas equipment, plus all 
reserves 

Vs a result of these measures, 212 medical officers’ were trained in 
the treatment of gas casualties These trained individuals were 
always available to tram further personnel m case of urgent necessity 

Medual oJ/Uers trained 
li 

106 


39 


* pToiwte 

Assam 

Bengal 

Bihar 

Onssa 

Madras 
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CIVIL BLOOD TRANSFUSION SERVICES* 

The estabhshment of blood banks in India originated at a 
meeting held at Simla in June 1941, to consider the possibilities of 
preparing large quantities of liquid and dned serum at the All India 
Institute of Hygiene and Public Health, Calcutta, Further meetings 
were held during that year m Delhi and two Desivac machines for 
the preparation of dried serum were ordered from the United States 
of America, Proposals were also formulated for the manufacture of 
liquid serum at Lahore, In January 1942, the Governor General 
addressed personal letters to the Governors of provinces requesting 
them to take all possible measures to develop blood transfusion services 
in their provinces to the fullest possible extent. The measures taken 
were at first directed and co-ordinated by the ADGIMS (ARP) and 
later by the Officer on Special Duty in the office of the DGIMS, 
The general policy was to keep the donor services purely voluntary, 
no payment being made for blood donations. The quantity of blood 
collected in the various provinces, therefore, depended on the willingness 
of the public to donate blood. Blood banks were established in most 
provinces but the quantity of blood collected at the various centres 
was on the whole disappointing, although m some places considerable 
quantities were collected. Following the estabhshment of blood 
banks in the various provinces an intensive drive for donors was 
undertaken largely under the auspices of the provincial branches of 
the Red Cross, This drive took the form of public meetings, addressed 
by prominent public men, including in many cases the Governor of 
the province , appeals in the press, broadcast talks, distribution of 
pamphlets, exhibition of posters and personal propaganda by the 
officials of various blood banks. Arrangements were made to collect 
blood at suitable centres such as clubs, offices, schools, etc,, and special 
efforts were made to meet the convenience of donors. In some banks 
badges or certificates were given to the donors. Blood banks were 
established in the following places : — 


Provinces etc. 

Location of blood banks 

Date established 

Bengal 

All-India Institute of Public Health 

February 1942 

Bombay 

and Hygiene, Calcutta 

Haffkine Institute, Bombay 

April 1942 

North West 

Lady Reading Hospital, Peshawar 

April 1942 

Frontier Province 
Bihar 

Prince of Wales Medical College, 

May 1942 

Delhi 

Patna, Blood Bank, Dhanbad 

Irwin Hospital, New Delhi 

May 1942 

Madras 

King Institute, Guindy, Madras 

May 1942 

Punjab 

Erskine Hospital, Madura 

Pesteur Institute, Conoor 

King George’s Hospital, Vizagapatam 
Lady Willingdon Hospital, Lahore 

May 1942 


♦ bee also Medicine, Surgery & Pathology Blood Transfusion Services. 
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Proimce etc " 

Location of blood banks 

DaU established 

Orissa 

PiQvmcxal Public Health and Patho- 
logical Laboratory, Cuttack 

July 1942 

Rajputana 

Windham Hospital, Jodhpur 

\ugust 1042 

Sind 

Blood Bank, Karachi 

Civil Hospital, Hyderabad 

\ugust 1942 

Assam 

Pasteur Institute, Shillong 

Bleeding Centres at Shillong 
Dibrugarh, Gauliati, Sylhet, and 
Sdchar 

September 1942 

United Provinces 

Blood Bank, Lucknow 


M>sore 

Bow ring Hospital, Bangalore 

1942 

Hyderabad 

K E M Hospital, Secunderabad 

1942 


arrangement for the SAFE DEPOSIT OF RADIUM 

It IS essential to store radium m a safe place and m heavy steel 
containers with walls composed of metallic lead of one inch thickness 
These containers can be lowered to the bottom of a borc-hole in the 
event of an air raid warning In view of the risk that the destruction 
of an ordinary radium ward by bombs might liberate many thousand 
lethal doses of radium, the following alternative schemes for carrying 
on treatment dunng wai time were put forward and accepted — 

(I) 1 he radium could be used m the normal wa> at a safe sue immune 
from air attack 

(II) The radium could be used for beam therapy and plaques only, 
so that all radium could be quickly tiansferred to a deep well 
within a few minutes of an air raid warning 

(ill) Interstitial radium treatment should be ruled out on the declara 
tion of a state of emergency 

(iv) The radium could be used normally on the understanding that, 
should the site suffer a direct hit, the site would be abandoned 
or cleared of contaminated debris by suitably protected woikers 

(v) Radon might be used m place of radium 


RECORDING AND NOTIFICATION OP CASUALTIES 

F . necessary that proper records of casualties should be 

kept both at first aid posts and at hospitals and for this purpose the 
ARP Casualty Register form and ‘ tie-on-Iabel ’ had been Adopted 

be finally kept at some central 
omce, eg, casualty record office situated at the Provincial 
headquarter. ARP Covers for ■ medical history docunC™ of 

ne casualty record office at the provincial headquarters ARP 
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CONCLUSION 

Arrangements for the co-ordination and consolidation ol procure- 
ment of all medical supplies, military and civil, through the Depart- 
ment of Supply (Medical Division) were put into operation in July 
1943, but this was too late so far as the supply of initial ARP medical 
equipment was concerned. By this time the supplies had already been 
obtained by various means, not always the most efficient and econo- 
mical. It would appear that if similar circumstances should arise 
at some future date, the provisioning and procurement of ARP 
medical supplies should be carried out by a separate supply organisa- 
tion for civil defence as a whole, working as part of the general supply 
organisation of the Government of India. ARP medical supplies 
are an entirely separate problem, and to mix them up with the normal 
civil medical supplies is to court failure and breakdown. It was 
fortunate that the central reserve of ARP medical stores was not called 
upon to fulfil the functions for which it was originally designed. It, 
however, performed a very useful function in completing the arrange- 
ments for the supply of the initial medical equipment in the provinces 
which were badly m arrears in their programme. During the famine 
in Bengal, too, the reserve proved invaluable m that it was found 
possible to release certain stores, which were originally intended for 
air raid casualties, for the relief X)f the sick in the famine area. This, 
of course, was not ongmally foreseen, but the availability of the stores 
was very fortunate. It was fortunate too that two other big reserve 
organisations, the central reserve of hospital beds in the Central 
Provinces, and the civil defence ambulance tram were not called 
upon to carry out their original function. The Civil Defence ambu- 
lance tram, however, proved useful m that it was loaned to the military 
authorities for the transport of military casualties when the latter were 
in urgent need of ambulance trains. The shortage of medical officers 
and nurses for ARP duties in India was intimately bound up with the 
general shortage of such personnel in the country even m times of 
peace This was accentuated by the demand for medical officers for 
the armed forces. No special measures for increasing the numbers for 
ARP alone were hkely to meet with any degree of success The 
improvement of the medical manpower position must form part of 
the post-war health policy. 3 


3 H/ 5 /io/H(M). 
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The Joint War Organisation of the Indian Red Cross 
Society and St John Ambulance Association 
( Indian Council), Post-War Plans and 
Medical After Care Fund, Indian Red 
Cross Society* 

Before the outbreak of World War II in September 1939, aid 
to service and ex-servicemen did not form part of the regular activities 
of the Indian Red Cross Society, though m the North West Frontier 
operations of 1936-37, special subscriptions were raised and gifts 
were sent to medical units for the sick and wounded The society’s 
provincial branches however, on a very limited scale, supplied 
comforts to service hospitals within their jurisdiction and assisted a 
certain number of sick Indian ex-servicemen The society also dis- 
bursed grants to Bntish ex-servicemen of World War I from the 
funds placed at its disposal by the Joint War Finance Committee of 
the Bntish Red Cross and the Order of St John 

ORGANISATION 

At the outbreak of World War II, it was realised that to render 
adequate service to the soldiers m the field a special joint war orga- 
nisation and a co ordination of all Red Cross activities would be 
required The joint war organisation was thus evolved as a joint 
venture of the Indian Red Cross Society and the St John Ambuhnee 
Association findian Council) for the purpose of giving effect to the 
objects of the Geneva Convention dunng \VorId War II in the various 
theatres of operations m so far as the armed forces of India 'v\ere 
concerned The Indian Red Cross Society was ibunded under 'in 
Indian Act of 1920 as a national society preparing m times of peace 
for Its role of canng for the sick and wounded during war and enjoying 
the privileges of a neutral status under international law when working 
under the emblem of the Red Gross This protection of the Red 
Cross for its members and thcir patients is contingent upon their 
serving the cause of humanity and not the interests of any belligerent 
The society is, thus, precluded from rendenng aid to any person so 
long as he continues to be a combatant 


The hisior> and the account of die \x)rk of the Joint U ar Ongant«uon of ihc 
Indtan Red Cross Society and St. John Ambulance /Usociation (Indian Council) has been 
compiled almost from a report entitled Hutoncal and OUtcal Rtneo of the uvrJt djrtne 

oMr ytats IQ35 4S ivnucn by Mr (now Str) William Tennant i>ho ai honorao- 
treasurer was closely oMoCiatcd with the ivork of the onarnsaUon and was rcspomiblc for 
lu uindiny up ^d handmjj oyer to the Joint Council of the Indian Red Cross ^ici> and 
Si John \mbulance Vssoctaiion (L/2/36/H(\I) ^ 
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CONCLUSION 

Arrangements for the co-ordination and consolidation ot procure- 
ment of all medical supplies, military and civil, through the Depart- 
ment of Supply (Medical Division) were put into operation in July 
1943, but this was too late so far as the supply of initial ARP medical 
equipment was concerned. By this time the supplies had already been 
obtained by various means, not always the most efficient and econo- 
mical. It would appear that if similar circumstances should arise 
at some future date, the provisioning and procurement of ARP 
medical supplies should be carried out by a separate supply organisa- 
tion for civil defence as a whole, working as part of the general supply 
organisation of the Government of India ARP medical supplies 
are an entirely separate problem, and to mix them up with the normal 
civil medical supplies is to court failure and breakdown. It was 
fortunate that the central reserve of ARP medical stores was not called 
upon to fulfil the functions for which it was originally designed It, 
however, performed a very useful function in completing the arrange- 
ments for the supply of the initial medical equipment in the provinces 
which were badly m arrears m their programme During the famine 
in Bengal, too, the reserve proved invaluable in that it was found 
possible to release certain stores, which were originally intended for 
air raid casualties, for the relief of the sick m the famine area This, 
of course, was not originally foreseen, but the availability of the stores 
was very fortunate. It was fortunate too that two other big reserve 
organisations, the central reserve of hospital beds in the Central 
Provinces, and the civil defence ambulance train were not called 
upon to carry out their original function. The Civil Defence ambu- 
lance tram, however, proved useful in that it was loaned to the military 
authorities for the transport of military casualties when the latter were 
in urgent need of ambulance trams. The shortage of medical officers 
and nurses for ARP duties in India was intimately bound up with the 
general shortage of such personnel m the country even in times of 
peace This was accentuated by the demand for medical officers for 
the armed forces No special measures for increasing the numbers for 
ARP alone were likely to meet with any degree of success. The 
improvement of the medical manpower position must form part of 
the post-war health policy. 3 
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“ So long as he is sick, wounded or a prisoner the help that the 
Red Cross will offer him Is limited only by their material resources and 
the other claims upon them ; but the moment he again takes arms 
into his hands he loses the protection of the Red Gross emblem and 
accordingly the Red Cross Society is unable to minister to him . 
Subject to this condition, the joint war organisation is the channel 
whereby all forms of voluntary benevolence are directed to aid the men 
of the fighting forces when permanently or temporarily disabled from 
action against the enemy 

In India, however, the earlier organisation, and the first to 
take practical action to train personnel for this humanitarian task, 
was the Order of St. John of Jerusalem, which founded the St. John 
Ambulance Brigade to band together those who had been trained by 
the St. John Ambulance Association. Branches of this Association 
and of the Bngade existed m India during World War I and in con- 
junction with an overseas commission of the British Red Cross Society 
did notable work for the forces of India, iveanng, necessarily, for their 
protection in the field the internationally recognised Red Gross 
emblem in addition to their own St. John Gross. 

In the years between the wars the association of these two bodies 
in India grew closer and by mutual agreement the Indian Red Gross 
Society undertook the material, and the St. John Ambulance Associa- 
tion the personnel, side of preparation for future ivars In the late 
thirties, as the shadows of the war loomed nearer, representatives of the 
two bodies agreed upon a ‘ Mobilisation Plan ’ outlining m their respec- 
tive duties and providing inter aha for a joint war organisation, which 
was to come into being, both at the centre and in every provincial 
and state branch throughout India, on the outbreak of ivar under the 
guidance of a central joint war committee nominated from among 
their members by the Viceroy as honorary president of both the 
bodies. On the outbreak of war, this committee held its first formal 
meeting on i September 1939, and proceeded to put the plan into 
operation. Parallel joint committees came into being at the same 
time in most of the branches. 

The first committee was composed of ; — 

1. Mr H S. Grosthwaite, CIE, ICS (Chairman). 

2. Sir Ernest Burden, KGIE, GSI, ICS 

3 Major-General E W G Bradfield, GIE, OBE, KHS. 

4 Major-General G C Tabuteau, DSO, KHS. 

5. Ml. A C. Badenoch, GSI, CIE, ICS 

6. The Hon’ble Sir Rahimtoola Ghinoy 

7. Sri U. N Sen 

8 Seth Haji Sir Abdoolah Haroon 

g. Sri Ram Saran Dass 

10. Colonel G. G. Jolly, GIE, VHS, IMS 

11. Khan Bhadur Dr. A Hamid, DPH, (Secretary). 
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THE PLAN 

The ‘ Mobilisation Plan ’ was of inestimable value m the early 
stages , indeed, the committee erred in not following it more closely 
in certain paruculars, for example, in the early appointment of assis- 
tant commissioners, who could serve as interpreters of central policy 
not merely to the Armics/Commands but also to the provincial and 
state branches of the organisation within these Armies/ Commands, 
which tended m their absence to develop policies and dissipate re- 
sources on objects out of harmony with the Geneva Convention “ All 
wars, however, confound foresight and this war most of all from the 
spring of 1940, it began to expand in totally unexpected directions 
and to raise up new emergencies against which no guarantees had 
been provided ” The truth of this observation was soon illustrated in 
India by the partial failure of the plan in its provisions concerning 
finance and personnel, on the one hand, and the drafting of the appeal 
of November 1939, on the other The authors of the plan had over- 
estimated the willingness of the branches, which had the money and 
the workers, to follow implicitly the wishes of the centre Thus for 
the first three years the centre could not count upon the large income 
which was essential to meet its objects overseas and enable it to make 
long term plans It was also unable to obtain m adequate numbers, 
when It needed them from 1942, onwards, the trained personnel, 
mostly of the St John Ambulance Brigade, whom the branches had 
permitted to be employed m earlier years in activities beneficial to 
combatant members of the armed forces, ivhich, though consonant 
• with the plan, was contrary to the Convention Despite these im- 
perfections, however, the plan afforded an invaluable ground-work 
for the joint organisation 


THE APPEAL 

The appeal of November 1939, was both too wide and too 
narrow in its scope — too wide in so far as it stated that the work of 
the Red Cross and St John served also troops m the field, and too 
narrow m that it covered only troops and did not include civilian 
victims of a total ivar That it was ivider than the Convention allowed 
was recognised by tlie centre within a few weeks of its issue , but when 
the branches were told that their collections must be reserved exclu- 
sively for the sick and wounded, many rebelled against this, to their 
minds, pedantically legalistic view , for there were as yet no wounded 
and few sick m India, whereas the clamant needs of the fit troops for 
comforts of all kinds were plain before their eyes Thus the sympathies 
of the branches were in some measure alienated from the centre, 
™ It took some years of patient effort to restore mutual confidence 
the appeal too may have been mistimed It was perhaps too late 
to take advantage of the initial impulse of generosity which the out- 
break of war generally evokes, its initial impetus was lost m the strange 
apathy of the earlier months of the war and subscnptions dwindled 
month by month 
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THE COMMITTEE 

The committee under the plan, with its small official majority 
m a total of ten members, was well chosen for the taking of sound 
decisions on policy and of prompt action in implementing them, but 
its popularity was impaired by its lack of branch and Indian representa- 
tives ; and when these defects were partially rectified by additional 
nominations, it grew so large that it could not meet frequently and, 
when it did, was often short of representatives from outside the 
headquarters, which in 1942 were located in Simla. The result was 
that while it lost much in efficiency, it gained httie in popularity. 
Efficiency, in the form of promt decisions, was to some extent restored 
when the committee agreed, early in 1941, to appoint a small executive 
committee ; this developed into a working committee composed of all 
the members available in Simla and empowered to take decisions on 
urgent items of business and minor policy matters. But, as the tempo 
of the war grew more rapid, this committee had perforce either to 
delay urgent decisions in what seemed to it emergencies or else to 
encroach on those aspects of policy which the main committee had 
sought to reserve for itself ; and complete harmony between them was 
never attained. No remedy for the committee’s unpopularity with 
the branches existed in the plan — such a thing had evidently never 
been anticipated — and it was not until 1942 that the central com- 
mittee realised, mainly at the president’s promptings, that it had failed 
to make any effectual use of the instrument (not even mentioned in 
the plan) of systematic publicity concerning the aims and achievements 
of the organisation in order to evoke active public interest in its 
doings and liberal contributions for its appeal fund. Publicity was 
no less needed to revive enthusiasm among the Red Gross workers 
themselves throughout India. This was in a large measure secured by 
the annual conferences of branch representatives, the first of which 
was held in November 1942, with the most gratifying results in recon- 
’ oiling the branches, which were able for the first time to appreciate the 
work the centre had been doing and to offer their unreserved co- 
operation in the tasks that lay ahead. Such conferences and pro- 
fessional publicity should undoubtedly have been undertaken from 
the very beginning of the war. Another weakness of the plan was to 
designate the Red Cross Commissioner as the chairman of the com- 
mittee and its working committee. This was remedied in 1943, when 
Lady Linlithgow, as president of the general body, decided to preside 
over the committee meetings. The committee was fortunate in 
having the guidance of the Viceroy in all matters of high policy 
and had direct access at the highest level to the commanders of the 
overseas forces and the heads of the provinces and states in India. 
The committee was fortunate in having as its presidents two ladies. 
Lady Linlithgow and Lady Wavell, whose personalities and ripe 
wisdom and experience as well as, whose breadth of vision and un- 
wearied devotion, brought solid advantages to this joint war orga- 
nisation. 
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THE EXECUTIVE 

But tlie provision of officers to man its services \vas difficult 
The actual field of choice was bmited to the civil and mihtar> pen- 
sioners of European Bntish nationality as all members of that class 
below the age of fifty had been conscripted by the Government 
Even here it was not possible to find suitable persons, firstly because of 
the demand for the services of competent non-offiaals by the expanding 
war industry and stores and supply estabhshments, and secondly owing 
to the low emoluments, over and above their pensions, which the 
organisation could pay These terms faded to attract suitable persons 
in a period of rising prices Moreover, the committee could not 
have the benefit of the services of that class of Army officers on the 
unemployed list, which had been available in World "Vvar I, who could 
be paid only staff pay by the committee, as they retained all the 
pnvileqes and emoluments associated with their rank In World 
War II also, the first two or three civilian assistant commissioners who 
went overseas were given nominal commissions in the AIRO to 
enable them to secure all the associated privileges But this practice 
was soon stopped by the War Office, which compelled the orgamsa- 
tion to depend entirely on retired Europeans who could not long 
endure the strain of the continuous economy occasioned by their 
inadequate emoluments and so resigned It was difficult to find 
successors for them and this problem remained a constant source of 
anxiety Tor the future^ the lesson would therefore be to recruit 
suitable officers when war is imminent and to fix their emoluments on 
an eqm table basis So far as is practicable younger candidates should 
be sought and for this government co operation should be available 

The subordinate staff although difficult to secure and expen- 
sive to mam tain rendered devoted service Their terms of service had 
to be better than those offered by the Government owing to the 
temporary nature of their appointment Their numbers, however, 
grew large necessitating the framing of codes and regulations 
governing the condiuons of their service both m India and overseas 

RELATIONS WITH OTHER RED CROSS ORGANISATIONS AND THE GOVERN- 
MENT OF INDIA 

The Bntish joint war organisation continued to be a constant 
guide and a generous finend from begmmng to end Liaison with it 
was established early through the medical adviser at the India Office, 
who served as representative of the Indian organisation in London 
AU the arrangements for service to Indian POW m the west, other than 
the actual packing of parcels, which was done by the Indian Comforts 
Fund, were made by the Bntish joint war orgamsation So, too, 
were the many expedients tned from time to time to contnve an 
adequate service to pnsoners m Japanese hands Similarly, on the 
wehare side, the British joint war organisation provided experts to 
organise and train the service and also Bntish workers to complete the 
cadre In return the Indian orgamsation was glad to undertake the 
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servicing of British troops both in the India and the Iraq/Iran 
Commands. 

Relations with the Australian Red Cross were equally happy. 
This organisation took primary responsibility for all British Common- 
wealth and Indian forces in Ceylon, India contnbuting special stores 
for Indian troops and affording reciprocal facilities to Australian forces 
passing through India. 

The Buima and Malayan Red Cross Societies co-operated in 
supplying comforts to the Indian garrisons there before the war with 
the Japanese began , m return the Indian organisation sent them 
stores as long as this was possible. In 1943, the Trustees of the Burma 
Red Cross Society and St. John Ambulance Brigade joined forces 
with the Indian organisation, which for the next two years became 
the India and Burma joint war organisation, during which time special 
Burma work parties laboured, at the expense of the Burma society’s 
contributions to the common fund, to prepare articles mainly for 
civilian relief when Burma was reoccupied ; and the organisation raised 
and trained a Burma civil relief unit for work under the Burma civil 
affairs section of SEAC. 

Useful contacts were also established with the American Red 
Cross and reciprocal services rendered both in the Middle East early 
m the war and later m India, and arrangements were made with it 
and with the British commissioner to eliminate competitive buying 
in Indian markets. 

Towards the end of the war Red Cross work m SEAC was 
divided, mainly on a geographical basis, between the Indian, British 
and Australian contingents ; the Indian organisation assuming ad- 
ministrative charge of the mixed staff in Burma and the Netherlands 
East Indies, the British in Malaya, Siam, and Indo-Chma and the 
Australian Red Cross assuming responsibility for the Commonwealth 
occupation forces in Japan. 

- Satisfactory official relations with the Government of India 
could not be fully established until the war had ended, when the 
government recognised in an official order,= that it would be wrong 
m principle and might seriously compromise its status under the 
Geneva Convention to include the joint war organisation among 
the voluntary societies approved and working under the Welfare 
General’s Branch, that the correct position of the Red Cross m relation 
to the armed forces was firstly as an auxiliary to the military medical 
services and secondly as a supplement to the official services for POW , 
and that it should have, therefore, its own unique relations with the 
Defence Department generally through the medium of the Medical 
and POW Directorates and should be accorded the reasonable facilities 
(detailed in that order) for the prompt and proper execution of its 
self-imposed tasks. The Red Cross workers under this order weie 
assigned military status for purposes of discipline and protection m 
accordance with the duties they performed. They were authorised 


2 \I(I)23/i946 



APPENDIX I 


443 


railway travel at government expense ^vhen the journey was earned 
out on duty for the forces Commissionersj Directors and Deputy 
Red Cross Commissioners could travel free by air Other transport, 
stores, canteen, accommodation, postal, banking and mcdicil facilities 
were also provided by the Army 

This order — the outcome of protracted discussions — should 
serve as a charter for the Indian Red Cross m future wars There is 
no need to recapitulate the earlier disagreements and misunderstandings 
that sometimes impeded the plans of the organisation It is enough 
to record here that, though oflicial relations were at times difficult, 
the successive commissioners had in general most cordial and mutually 
helpful personal relations with their opposite numbers m the official 
services When difficulties arose, the cause was usually security for 
operational plans, which meant that die Commissioner when entrusted 
with an official secret had to initiate action for reasons ht might not 
be able to explain to his own committee, much less to the branch 
committees often called upon to make the actual preparations 
Although the organisation received no direct subventions from the 
government during the war it did enjoy two valuable hnancial con- 
cessions, iiz , (i) exemption from customs duty from early 1943 
onwards, on all stores certified to be imported for genuinely Red Cross 
war purposes , and (11) free carnage of its stores throughout India, 
accorded by both state and company railways, and concessional rates 
for the journeys of its officers 

RELATIONS WITH THE BURMA RED CROSS 

Shortly after the fall of Burma m May 1942, the Burma joint 
war committee rec^ucsted the Indian joint war committee to take over 
Us functions until such time as the former could return to Burma 
In consequence, the Indian orgamsation became for over two years 
the India and Burma joint war organisation, and two trustees of the 
Burma committee were added to the Indian committee — Lady Dorman 
Smith and Sir Herbert Dunkley 

The Burma trustees made over to the Indian joint war com- 
mittee the interest on their secunties as their contnbution for the 
common purpose The first specific expenditure, over and above 
the general service to Burma forces equally with the Indian, was 
that of financing the Burma work parties in vanous stations in India 
for matenal and contingencies These parties were busy making 
garments for civilian refugees, both for those who had already come 
to India and those whom they hoped to assist as Burma was re-occu- 
pied, and were composed mainly of members of the St John Ambu- 
lance Brigade, Burma Distnct The next and larger scheme was the 
recruitment and training, m 1944, of the Burma civil relief unit It 
was decided that expenditure on civilian relief could not be financed 
out of the Indian ‘ war ’ collections, at all events beyond the extent 
of Burma's contnbuUon to the jomt fund , and eventually it was 
agreed to charge the expenses of this umt to the Burma Civil Affairs 



444 


ADMINISTRATION OF MEDICAL SERVICES 


The main purpose of this umt was to render help towards the 
rehef of sickness, suffering and distress caused by the operations of 
war among the civil population of Burma, and included specifically 
the following services : (i) first aid and home nursing, (li) simple 
midwifery and child welfare, and (iii) relief work, such as the distribu- 
tion of supplies, food and clothing. 

The umt was regarded as a Red Cross unit and, although 
the members were civilians, they were subject to military law when 
attached to military units in field service areas. For the purpose of 
administration the unit was split into companies controlled by a few 
selected members who were graded as officers. All candidates for 
the unit were posted on recruitment to a training centre at Rampur 
where they underwent training for a period of approximately three 
months. The number thus recruited, however, did not exceed forty. 

On the re-occupation of Burma it was decided that the Burma 
Red Cross should re-establish itself and on i June 1945, the Burma 
Red Cross took over control of the unit and became, after that date, 
entirely responsible for its organisation and maintenance. The unit 
was finally disbanded on 31 December 1945. 

THE ACTIVITIES OF THE CENTRAL ORGANISATION 

A historical summary of the central organisation’s achievements 
in the seven years of its existence is given below. It includes comments 
on certain matters which might, in retrospect, have been handled 
more efficiently and which therefore, contain lessons for the future. 

The organisation grew slowly, somewhat haphazardly, in the 
first two years, after which it was organised systematically in depart- 
ments and sections, each under a responsible head. The only impor- 
tant innovation in 1944 was the creation of the regions which effected 
a degree of decentralisation. In the subsequent pages is given an 
account of the working of the organisation, both when it functioned 
as a unit and after its various departments and sections had come 
into being. 


POLICY AND ADimNISTRATION 1 939 

On the outbreak of hostilities on 3 September 1939, the ' Mobih'sa- 
tion Plan ’ came immediately into operation and advances were made 
to the different branches of the organisation for the purchase of 
stores and materials. Mr. H, S. (later Sir Hugh) Crosthwaite took 
charge as Red Cross Commissioner of the headquarters at Delhi on 
I October 1939, with three clerks to assist him. The maintenance of 
the war accoimts was undertaken by the honorary treasurer, Indian 
Red Cross Society. 

The main task of the orgamsation in the early months was to 
discover the demands of the military medical authorities overseas and 
to meet these both by purchase (mainly through the Bombay and 
Bengal branches) and by collecting the output of the work-parties 
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which were spnngmg up rapidly all over India Most of the demands 
came from the \vestern theatre, for ^vhlch Bombay \vas the chief 
port of shipment In January 1940, a depot under the honorary 
secretary of the Bombay branch, had to be set up there to cope with 
the receipt of goods (which then included ‘ amenity ’ as well as Red 
Cross supplies) from up-country and their prompt despatch overseas 

1940 Early 1940 saw no remarkable developments The 
commissioner had to tour extensively m order to reconcile tlie branches 
to the restrictions imposed upon their acuvitics and to co ordinate 
suppUes Routine cnquines from \\ork-parties about standard 
patterns and materials for their work were also answered 

On I July 1940, Lieut -General Sir Bertrand Moberly, formerly 
QhIG in India, succeeded Sir Hugh Crosthwaite as commissioner 
His first task was to build up the Middle East commission of which 
Sir Richard Needham had just been appointed the head Next he 
took up the building of a central reserve at New Delhi for despatch, 
as need arose, either to Malaya or the hliddle East to relieve the Bengal 
and Bombay branches He was given authority to purchase almost 
up to the limit of central funds Prisoners’ parcels and supplies to 
Austrahan hospital ships touching Indian ports were also provided 
For some eighteen months, from i February 1940, the commissioner 
was also secretary of the ‘Amenities for Troops Fund ’ — an undertaking 
which spent ttvice as much m that penod as the Red Cross, and which 
dealt with games and sports goods and comforts of all kinds In 
August 1941, however, he was reheved of this onerous task except for 
the provision of knitted comforts, which too passed to a separate 
woouen comforts committee on i May 1942 

1941 This was a year of consolidation and steady growth in 
the capacity to meet commitments At headquarters an assistant 
commissioner was added m January to take charge of the office and 
the postal message scheme In June 1941, a deputy commissioner 
was appointed to handle problems connected with POW and the 
personnel side of the organisation On the stores side the com- 
missioner had the assistance of a succession of voluntary workers 
The New Delhi depot bmldings were opened in March 1941 Over- 
seas, the most important new venture of the year was the staffing 
and equipping of the Iraq/ Iran commission 

Dunng this year the committee took some important decisions of 
policy which expanded the scope of its work A small executive 
committee consisting of the commissioner and honorary treasurer 
was set up for urgent executive decisions It was also decided to 
undertake Red Cross service for the Indian, Bntish and Alhed forces 
m the Iraq/Iran Command Moreover, the organisation’s service 
within India was extended from the war hospitals proper to those 
station hospitals which had been substantially enlarged to meet the 
expansion of the forces and now embraced the rehef of civilian distress 
caused by actual air raids 

1942 By the spnng of 1942, the re organisation was completed 

by the appointment of two deputy commissioners at headquarters 
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Majol -General N C. Bannatyne m charge of POW and kindred 
matters, and Major-General J. S. Marshall in charge of stores and 
supplies. The officer-in-charge of the depot at Bombay was promoted 
to the rank of a deputy commissioner. The depots at Calcutta, 
Madras, Lahore and Karachi continued under the charge of their 
branch committees. 

About the same time the committee set about planning two new 
activities — organised publicity and personal service to patients in 
hospitals. On the initiative, m March 1942, of the president, 
publicity was directed towards capturing the imagination and the 
financial support of the public. A publicity campaign was planned 
at a conference in July 1942, and brought into operation later in the 
year, but it was not until January 1943, that the committee obtained 
Its first professional organiser of publicity, lent from the Army, and 
the publicity section took formal shape. 

The other innovation — the organising of a personal service 
in hospitals which developed two years later into the Red Gross 
welfare service — took the form of inviting the Women’s Voluntary 
Service in India, and similar bodies overseas, to undertake regular 
visits by their members to the hospitals, writing letters for patients, 
organising libraries and teaching handicrafts — for all of which the 
Red Gross provided the necessary material. The care of the Red 
Cross stores in these hospitals was also entrusted to the Women’s 
Voluntary Service where members of the St. John Ambulance Brigade 
had not already assumed responsibility. 

The strain thrown on the organisation m 1942 by the develop- 
ments of the war — the withdrawal of Indian and British forces from 
Burma and the evacuation of casualties and refugees through Assam 
and Bengal — is set out mainly m the sectional narratives that follow. 
The chief policy decisions of the year were the declaration of all 
hospitals in India as war hospitals entitled to receive Red Gross service 
on approved scales on their total bed strengths , and the giving of full 
Red Cross service to all members of the British forces m India. Another 
was to extend service to civilians, not merely to the actual victims 
of air-raids but in grave emergency to those m the war areas suffering 
from casuses directly attributable to the war. 

Another development with far-reaching consequences was the 
holding, m November 1942, of the first conference of representatives 
of provincial and state joint war committees, which helped materially 
to remove misunderstandings. The policy and plans were then 
integrated with the full and enthusiastic co-operation of the branches 
m future work. 

^943 ' The main developments of 1943, were the enlargement 
of the executive committee — then called the working committee — 
and the financial response to the Red Gross week campaign early m 
the year which relieved the committee of its anxiety about malang 
ends meet and enabled it to plan confidently ahead on a scale com- 
mensurate with long term needs. The committee was also enlarged, 
m September 1943, by the addition of two trustees of the Burma 
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Red Cross Society, and from that date until June 1945, its full title 
became the India and Burma joint war committee It was decided, 
among other matters of policy, to meet the full cost of all parcels sent 
by the ‘Indian Comforts Fund’ to Indian POW in Europe, to allot 
seven and a half lakhs of rupees for relief work amongst civilians in 
Bengal suffering by reason of the war on its eastern border, and to 
restrict the wearing of its approved uniform to duly accredited full, or 
regular part-time, workers and that only in the performance of their 
duties for the organisation 

The last event of the year was the resignation of Sir Bertrand 
Moberly after three and a half years of devoted service which had 
placed the organisation on a sound basis He was succeeded on 
I December 1943, by Sir Gordon Jolly, formerly DGIMS 

1944 The year 1944 saw the completion of the committee’s 
preparations, as far as need could then be foreseen, for a year which 
was to see a full scale attack and possible victory in South East Asia 
A second conference with branch representatives held m November 
1943, had ensured the still closer co operation of the centre and the 
branches, which was enhanced by the introduction in stages of the 
regional commissioners, each responsible for close collaboration in 
the area under her or his jurisdiction 

The year also saw the inauguration of the Indian Red Cross 
welfare service with its special sections for searching and progress 
reports, and the arnval, in its early months, of the Bntish joint war 
organisation experts to tram the members in their duties Brigadier 
Howard became its first director, with authority to recruit up to 
500 members An all India welfare conference was held in Calcutta 
in August 1944, which suggested remedies for the imperfections in the 
original scheme 

Briefly, the Indian organisation retained all servicing of hospitals 
within India (except for an all-British block at Jalahah which was to 
serve as the British commission’s base and a training ground for its 
welfare service) , and all service to hospitals, Indian as well as British, 
m the Fourteenth Army Area (Burma) , while the Bntish commission 
assumed responsibility for new Bntish divisions in transit through 
India and for Bntish hospitals m Malaya and beyond 

Another undertaking of the year was the formation, on behalf 
of the Civil Affairs Service (Burma) of SEAC, of a Red Cross relief 
unit (Burma) whose duties were to be a mixture of simple nursing 
and relief work, chiefly among the women and children of the rc- 
occupicd areas of Burma 

Among the minor policy decisions of the year two are worthy 
of mention The committee approved m pnnciple the attachment 
of the organisation to the War Department for the purpose of obtain- 
ing essential facilities for its staff and operations It resolved, too, 
that all hospital welfare work performed by the organisation must be 
controlled by the orgamsation, and this led, towards the end of the 
year after a joint conference with the representatives o^thc managing 
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body of the Women’s Voluntary Service, to the latter recognising the 
hegemony of the Red Gross within this sphere. 

1945 ; The activities of the joint war organisation reached their 
peak during the year 1945. The headquarters staff had been stren- 
gthened and the work more thoroughly reorganised in departments 
and sections ; the major ones being POW and civil internees, stores, 
welfare, finance and general, with minor sections dealing with messages, 
publicity, work parties, handicraft materials and hterature. This 
full development was reached just in time ; so too were the under- 
standings reached w'lth GHQ, SEAC, the British commission and the 
Women’s Voluntary Service. 

Early in the year Lady Hutton became Director of Welfare, 
^ relieving Brigadier Howard to take charge as the committee’s re- 
presentative at headquarters. Supreme Allied Commander, South 
East Asia and SEAC commission was formed at headquarters 
ALFSEA with Colonel Bijetindra Basu in charge. 

Financial resources for 1945 had been recognised as being 
inadequate at the third conference of branch representatives held in 
November 1944, but the conference recommended the deferment of 
the next campaign for funds until autumn of 1945. 

In the meantime the restricted scope of the appeal of November 
1939, became manifest as the committee was successively asked, early 
in 1945, to undertake the rehef of civilians, particularly Indian 
nationals, in the countries shortly to be liberated, during the period 
of their military administration ; and to afford succour to released 
European civilian internees during their homeward journeys and 
stay in India. The president agreed to make funds available for 
these purposes by advances and grants from his war purposes fund 
pending the launching of a final and comprehensive appeal in 
November 1945. This enabled the committee to do all that was 
required of it for these distressed civihans, both by providing stores 
in various places in the Far East as far as Shanghai, and, in particular, 
by fitting out a special civil relief unit for the debihtated population 
of the Andamans, which arrived there on the 3 November I945> 
complete with comforts for invalids, clothing and its own mobile 
canteen, which also served as a mobile dispensary. 

Two major decisions of policy deserve particular mention. The 
committee promptly tackled the modification of its plans brought 
about by the unexpectedly early collapse of Japan, cancelling or cur- 
tailing outstanding orders and setting up, after a conference with the 
Director General, Disposals, Sir Robert Targett, who agreed to act as 
Its honorary adviser, a special disposals sub-comimttee to deal with 
the mass of stores accumulated in anticipation of a much longer 
campaign. 

The committee felt too that all the impetus towards humani- 
tarian work for the victims of war should not be abruptly terminated 
with the coming of peace, and therefore gave long and careful 
consideration to the best mode of utilising a gift of 10,000 made 
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by the British and Scottish Red Cross Societies in the best interests 
of Indian members of the services, preferably of a concrete and tangible 
nature and definitely within the sphere of true Red Cross activities 
The comnuttee ultimately decided on the institution of a Red Cross 
home for the care of the senously disabled of the forces, somewhat on 
the lines of the Star and Garter Home at Richmond, and the assent of 
the donors was obtained to this scheme by the end of the year 

1946 The special features of the year 1946 were the demobihsa- 
tion of the war organisation and the elaboration of the scheme for the 
utilisation of its closing balance 

The first major reduction was that of the welfare service which 
came to an official end on 30 June 1946, except for a few workers who 
continued on the old terms m overseas Indian hospitals until their 
return to India In its place a new service was started with a cadre 
of 65 on I July 1946, to continue work for a year in service hospitals, 
and any welfare officers not so required were lent to the civil hospitals 
until the committee’s successors should determine its future policy 
The disposal of surplus stores started in the spnng of 1946, 
both in India and overseas It ivas much complicated by govern- 
mental controls over pace and purchaser, by demands for customs 
duty on articles imported free of duty by the special concession of 
1943, and, from June 1946 onwards, by the senes of railway, postal 
and bank stnkes followed by nots in Bengal and Bombay 

By strenuous efforts, by reducing pnces and disposing off to 
hospitals and rehef orgamsations at generously reduced rates, practi- 
cally all these stores were sold by the end of 1946 for about twenty- 
two lakhs of rupees, except for a small residue in Calcutta where busi- 
ness was poor 


DEPARTMENTS AND SECTIONS 

Work Parties From a small number of voluntary work parties 
which had got well under way by October 1939, sprang the stores 
section of the Indian Red Cross These parties were the first mani- 
festation of Red Cross activity after the war began and were formed 
by women who banded themselves together to see what might be 
produced by them for the service hospitals 

They began to work under difficulties a few of the women had 
some knowledge of hospital requirements, and the matrons of hospitals 
gave what advice they could, based largely upon the needs of the sick 
and not of the wounded, a fact that accounted for the many shortages 
of essentials which became apparent later 

In November 1939, m response to an enquiry from headquarters, 
suggestions for hospital comforts were received from the expeditionary 
lorce hospitals in Egypt and Malaya and were passed on as a guide 
Red Cross branches These were followed shortly by a 
pampffiet, A Simple Guide to Ladies* Work Parties^ which ^vas twice 
revised dunng the war years though without any essential changes 
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By the end of 1939, the work parties in India had supplied to 
hospitals on the frontier and overseas 13,239 sewn and knitted gar- 
ments. This figure is interesting when it is compared with that for 
the same quarter of 1944, when the output stood at 607,092 garments 
and had not yet reached its peak. This perhaps shows more clearly 
than anything else the steadily increasing effort put into the work 
parties throughout the war years. 

In the year 1940 it was represented from many parts of India 
that headquarters should specify the total quantity of every work- 
party item It required and, to avoid wasteful duplication, state the 
amount expected from each provincial and state branch. 

Before the expansion of Indian hospitals had started, this quota 
system worked quite well but it was later to become quite unworkable 
and a great source of confusion and difficulty. If at that stage each 
branch had been instructed to work out on the best available military 
medical advice a general scale of issues per 100 beds and to build up a 
well-proportioned stock of all hospital requirements on this basis, 
increasing the stock as new hospital beds were opened m its area, the 
difficult situations which arose later might have been avoided. 

In November 1940, headquarters produced a pamphlet for issue 
to all work-parties giving directions for both knitted and sewn articles. 
This pamphlet erred in the fact that in addition to giving directions 
for sewing and knitting, it attempted to state what articles were still 
required at the time of going to press and what were already m suffi- 
cient supply, with the consequence that most of the information con- 
tained in It was out of date in a very short time It would seem to be 
important in laying down instructions for the manufacture of work- 
party Items that directions only (and these as accurate and easy to 
follow as possible) should be included in any pamphlet on this subject. 

On 4 June 1941, a pamphlet on the making of work-party 
articles was issued with revised instructions. An ideal for future wars 
would be the preparation of Red Gross patterns, made under the most 
careful supervision and accompanied by a list of suitable alternative 
materials, ready for issue to work-parties at the beginning of hostilities. 

In 1941, the organisation was struggling simultaneously to meet 
overseas demands and to build up a reserve in India Indian troops 
were, by the end of this year, fighting in Syria, Persia, Burma and 
Hongkong, as well as in Africa and Malaya. A consignment of work- 
party articles had been sent to Singapore at the request of the Red 
Gross Gomraittee for India in Malaya. Just before the first Japanese 
attack, the committee in Malaya reported that there was a heavy 
demand for surgical dressings, bandages and ward items. Fortunately 
it was possible fof the Madras branch to send a good supply of all these 
items, but surgical dressings remained for a long time one of the 
definite shortages in work-party supplies. In catering for war-time 
needs, i e , first and foremost the needs of wounded men, surgical 
dressings should be given priority. In the early days of the work- 
parties, knitting was given this priority, and thousands of mufflers, 
pullovers and socks were produced whose mam use was for fit members 
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of the forces During the final quarter of 1941 the total output for 
India was 51,324 articles 

The year 1942 saw a very great expansion m the demands on 
work parties It was evident by that time that the war would be a 
long one , casualties were filling service hospitals throughout India, 
all of which w ere then looked upon as war hospitals To avoid delays in 
despatching Red Cross stores to cv cry part of the country, new depots 
were set up under the central organisation, whose function was to 
hold adequate supplies of work party, as well as; general, stores to 
meet indents not only from hospitals in India but overseas as well 
These depots furnished headquarters with a monthly stock list of all 
work party articles received and issued 

In 1942, Mrs A M Kennedy, who had been making special 
Jiigh grade surgical dressings for use specially in forward areas, was 
brought under the aegis of headquarters with a yearly monetary grant 
to enable her to purchase materials, and she continued to work until 
31 January 1946 Airs Kennedy sent out complete sets of her patterns 
to many work parties as the demands grew, and they came to be 
accepted as the standard Red Gross patterns for surgical dressings 
Lady Louis Mountbatten took with her a complete set of the Kennedy 
special dressings to show to work-parties in England Airs Kennedy’s 
work-party actually despatched 810,387 dressings to medical units m 
the field between r February 1941 and rg October 1944 Her average 
annual production was over a quarter of a million 

No major changes occurred during 19^3 The work-parties, 
which were just beginning to realise the magnitude of their task, 
worked steadily on and produced the enormous quantities of articles 
needed to meet the ever increasing hospital demands 

In January 1944, a work party sub committee was convened 
to discuss pohey , serving upon it among others, were the matron- 
in chief and a senior medical officer, selected by the DAIS m India, 
both of whom gave most helpful advice and suggestions, in particular, 
that most work-parties should concentrate upon the raalung of surgical 
(cut gauze) dressings since, in view of what lay ahead, there could 
not be too many of these, a statement which was later to a great extent 
justified 

Owing to an unfortunate impressiop created by a loosely worded 
statement by headquarters as far back as 1942, that the Indian orga- 
nisation held vast stores of work party products lying unused m various 
depots, work-party production in 1944 was falling, and work party 
stocks were, by the beginning of that year, so low as to give nse to 
an^ety To counteract this fall m supply, durzt schemes were started m 
a big way in many stations, and did, certainly, ease the situation , but 
stocks were too low, and, whenever sudden large demands arose, as 
they did throughout the year, the supply of work party articles to 
meet them produced almost a minor cnsis This became particularly 
when the organisation was called upon to start equipping 
the first of the Indian Red Cross mobile field stores units in July 
t944> and work party articles were needed in such numbers as 34,000 
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of Red Cross stores by hospitals needing them ; but, while they were 
being equipped, all provincial committees were asked to issue to their 
local military hospitals and to their local ARP organisations such part 
of their work-party output as could be absorbed by them and to retain 
the balance until such time as the central organisation directed its 
allocation. 

From 17 June 1942, the date of the first despatch from the Patna 
depot, until the end of 1942, 1 82 , consignments were sent from this 
depot, i.e., an average of nearly one per day. Of these 34 consign- 
ments were sent to the depot at Gauhati and 148 to 43 different medical 
units, including hospital ships and trams. This involved the packing 
and handling of some 1,400 outgoing packages. 

During 1942 the provincial and state joint war committees 
gave great help to the central organisation as a whole m dealing with 
the difficult situation which had arisen. In the east the Assam, 
Bengal, Bihar and the United Provinces committees had a very heavy 
strain placed on them owing to the flow of casualties from Burma, 
and they did splendid work The Bengal committee helped the 
organisation by purchasing stores m the Calcutta area and forwarding 
them to Assam since the demands on the United Provinces and Bihar 
committees for Red Gross supplies for Assam were very large In 
the west the Bombay committee had extremely heavy duties to per- 
form m connection with the supply of stores to the large w^ar hospitals 
formed in Bombay and on the ghats around Poona, Kirkee and Deolali, 
whilst the Sind committee had to look after the large war hospitals 
in Karachi. Moreover, both these committees were also helping 
to supply hospital ships with Red Cross supplies and comforts. In 
the north, the Punjab committee undertook to give full Red Gross 
seivice to all military hospitals m its area ; this was of the utmost 
assistance m view of the large number of military hospitals which were 
receiving casualties from the various war areas. 

The Australian Red Cross Society came to the assistance of the 
organisation, at a time when it was not easy lo obtain supplies, and 
provided foodstuffs such as tinned friiit, patent foods, jams, etc. 

An important and valuable concession to the organisation 
was granted by the Government of India m December 1942, when, 
as stated earlier, it was decided that essential stores imported for the 
joint war orgamsation should be exempt from customs duties on a 
certificate from the Red Gross Commissioner or a deputy at the port 
of entry. 

By the end of 1942, depots had been established at New Delhi, 
Bombay, Secunderabad, Calcutta, Sialkot and Gauhati. The sub- 
depot at Patna was closed, as the need for it no longer existed During 
April 1943, a sub-depot was opened at Dacca where good accommoda- 
tion was obtained. The Gauhati depot was considerably enlarged in 
the same year and an advanced sub-depot was opened at Imphal ; 
from these two depots all hospitals m the Assam area were well supplied 
with standard Red Gross items and many others which added to the 
comfort of patients 
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During 1943, many of the larger provinces set up their own 
depots for the supplying of medical units within their own areas, 
and, where necessary, assistance towards stocking them was given by 
the central organisation 

The year 1944 saw a great development m the stores side of the 
organisation A notable feature of the year’s work was the great 
increase in demands for comforts from the units for which the orga- 
nisation held itself responsible This resulted in a vastly increased 
procurement programme and the central purchasing organisation 
had to explore every possible source of supply 

In addition to the regular servicing of hospitals and other 
medical units, there was at that time an extension into new fields, 
among which was the formation of mobile field stores units In 
addition to these units, the stores department was occupied in the 
preparation and despatch of (1) ‘ Unit packs which were prepared 
in separate Indian and British packs, to contain a supply of comforts 
sufficient for one month for the sick and wounded of one brigade, 
(ii) ‘ aeroplane packs ’ for Indian and British troops, containing 
specially chosen comforts for sick and wounded transported by plane, 
and (ill) * individual toilet bags prepared for the comfort of sick and 
wounded v/hen m transit Gift parcels for recovered POW were 
another matter of interest to the department and many thousands of 
these were prepared 

Considerable additional storage space was obtained during 
1944, although still more was required both for the large depots and 
the sub depots and dumps The number of depots under the joint 
war organisation at the close of 1944 was six central and six provincial 
depots A sum of Rs 40,99,189 was expended on the purchase of 
stores dunng the year 

May 1944 saw the publication of a Revised Stores List This was 
prepared after considerable thought, but shortly after its issue it was 
found that the stores section had incorporated so many additional 
Items into its stores that the list was already out of date 

In view of the greatly increased activities of the stores side 
It was necessary to expand its staff In September 1944, Mr T P 
Cowie took over the post of director of stores, left vacant by the death 
of General Marshall 

In the year 1945, the activities of the stores section reached 
their highest level The calculation, purchase and storage of vast 
quantities of stores for the 200,000 beds served by the organisation, 
^Aiustment necessitated by VE and VJ Day;, the rush to relieve 
A extension of activities into new fields in South East 

all contributed to make the year one of great stress and strain 
he considerable strengthening of the stores section in the autumn 
®f barely m time to meet the cnsis of 1945, while the provision 

o adequate personnel, storage accommodation and the stores them- 
^‘^P^^csented serious problems, winch were o\crcomc only with 
5 ca difficulty Tlic number of depots administered by tlic Indian 
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war organisation, which was 13 at the end of 1944, rose before the 
end of 1945 to 19, to which should be added 6 joint SEAG Red Gross 
depots administered by Indian Red Gross officers. The total floor 
area of depot accommodation m India at the end of 1945 was 174,757 
square feet and some idea of the increased activities of the stores 
department can be gained by an examination of the figures relating to 
the cost of stores purchased in each of the war years, which is shown 
below in rupees : — 


1940 

1941 

1942 

1943 

1944 

1945 


13^756 

4,20,716 

14,67,834 

28,57,078 

40j99a89 

iA7j67,57o 


The coming of VJ Day changed the whole outlooks and, 
paradoxically enough, increased very greatly the work of the tores 
section. It was necessary immediately to cancel or curtail large 
outstanding orders for stores, while emergency measures had to be 
taken to provide comforts for RAPWI, both on their recovery in the 
overseas areas of SEAG and on their arrival in India. This necessi- 
tated the purchase, packing and despatch of large quantities of personal 
Items, which was only accomplished through the magnificent response 
of voluntary workers in the provinces and states. 

In view of the cessation of hostilities in the west early in I945> 
certain depots in that theatre became redundant and the Baghdad 
depot closed on 7 June 1945, the Bari (Italy) depot on 31 December 
1945, and the Basra depot on 31 March 1946. 

In the SEAG area the Indian organisation contributed to the 
common cause some 2,750 tons of stores, in which figure are included 
three field service units, each of which was capable of servicing 15,000 
beds for three months These units were complete in themselves with 
the necessary supplies, personnel and motor vehicles. Over and above 
this, relief was given to distressed civilians in released territoiies, for 
whom 100,000 sets of Indian-type women’s and children’s clothes 
were donated as well as 100,000 dhoti pieces and a large quantity of 
blankets. A small stores depot, with a stoies officer and subordinate 
staff, was sent with the Indian Red Gross civil relief unit to the 
Andamans at the end of 1945 

The year 1946 saw the beginning of a retrenchment which is 
clearly illustrated when the sum of Rs 11,767,570 spent on stores in 
1945, is compared with the sum of Rs. 35,52,622 spent in 1946. At the 
commencement of the year the question of disposing of surplus stocks 
was taken up with the Government of India’s Director General of 
Disposals, who very kindly agreed to act as honorary adviser to the 
war oigamsation. 

Directions were issued from time to time to all depots covering 
the disposal of surplus stores. Retail shops were opened at the depots 
and, thanks to the assistance of voluntary woman workers, proved 
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Up to the evacuation of Dunkirk and the collapse of France m 
May /June 1940, the problem of POW had hardly effected India. 
When it did the organisation was uncertain what to do, but fortunately 
full details were given in the monthly Summaries of Work which were 
published by the British war organisation m London ; and the first 
action of the Indian organisation v/as to issue to branches, in August 
1940, a short note on How io write to a POW. Before, however, 
any action could be taken to publish instructions on this subject, 
permission had to be sought and obtained from various departments 
of the Government of India. 

It was from these Summaries of Wotk that information became 
available concerning food parcels which were being packed in London 
by the British Red Cross for despatch to POW in Germany ; and in 
August 1940, the Indian organisation asked its representative at the 
India Office to arrange for food parcels to be sent to Indian POW 
in Germany. For this purpose a sum of Rs. 50,000 was placed at 
his disposal as an initial instalment. He undertook the work at once 
and a standard parcel was laid down, the contents of which were 
designed to supply those articles of nutritive value which were lacking 
in the German rations and included such articles as biscuits, chocolate, 
salmon, sugar, margarine, atta, dal, rice, curry powder, etc. Some 
delays occurred, however, m the despatch of these parcels owing to 
lack of information as to the camps in which the Indian POW were 
interned , but as soon as this was received the food parcels were sent 
regularly. 

Once the packing centre in London was organised, the number 
of parcels despatched increased gradually from an average of about 
250 parcels a week to over 20,000 a week. This work was carried out 
mainly by unpaid workers, including the wives of officers of the Indian 
Army. During 1942, 5,44,000 food parcels were sent to Geneva at 
a cost of 5^/2,72,000 or Rs. 36,00,000. 

Clothing : In addition to the clothing supplied by the War Office 
through the British Red Cross, the Indian comforts fund in London 
provided periodical next of kin clothing parcels for every Indian 
POW m Europe. The despatch of these parcels was undertaken by 
the Indian comforts fund in view of the distance of the men from 
their home-country and the fact that many of their relatives were 
not in a position to supply them. The parcels contained such useful 
items as a treasure bag, towels, slipover, vests, etc. In 1942, 23,000 
such clothing parcels were sent to Geneva. 

Amenities .'To the prisoner eneompassed by the wired walls and 
machine-gunned towers of the camps, whose sole means of escape 
from the monotony of camp life lies mainly in his ability to pass his 
time in activities that allay home-sickness and boredom, the organisa- 
tion sent such items as books, games and musical instruments. Books 
were the most popular item and the problem of their supply was a 
very arduous one. 

Large quantities of sports gear were also supplied and quarterly 
consignments of special indoor Indian games and Indian musical 



APPENDIX 


459 


instruments were despatched to London and fonvarded from there 
by the Indian comforts fund Many hundreds of gramophone records 
in Indian languages were also sent 

Movement of Prisoners With the Allied invasion of Italy, most 
Indian and British POW held m Italy were moved totvards Germany , 
but with the capitulation of Italy many were able to escape and cither 
joined the advancing Allied forces or escaped to Sivitzerland It 
was some little time before the location of the camps of those trans- 
ferred to Germany was reported through Geneva 

This large scale movement of prisoners into Germany resulted 
in overcrowding in the existing camps in that country, malnutrition 
and a temporary shortage of Red Cross food and clothing A stoppage 
of the regular flow of food parcels brought about by the rupture of 
German communications added further to the food shortage The 
situation, however, was kept within control The weight of the food 
parcel was temporarily increased to eleven pounds and before the 
opening of the second front m June 1 944, the average number of food 
parcels at POW camps was sufficient to last for eight weeks, and m 
addition there was a further food parcel reserve at Geneva, the 
International Red Cross Committee (IRCC) holding a reserve of 
179,705 while more were m transit It became known about the 
beginning of 1945 that conditions in the German camps had much 
improved 

Figures received from the Indian Comforts Fund indicated that, 
during the year 1943, 637,002 food parcels were despatched from 
London to Geneva and that, during the period i January 1944, to 
30 September of the same year, 382,588 parcels were packed The 
number of food parcels packed and despatched to Indian POW m 
Europe during 1944 varied from 10,000 to 20,000 per week The 
number of next of km parcels (for which the Indian war organisation 
accepted responsibility for the whole cost) despatched during the year 
*943 was 21,572, while a further 18,720 were packed from i January 
to 30 September 1944 

With the Allied advance through France the problem of released 
POW had to be considered, for once a prisoner is released he becomes 
the responsibility of his own government Accordingly the Indian 
Red Cross and St John War Organisation held itself responsible for 
the welfare of those Indian ex- POW who were not fit, and for the 
issue of comforts to recovered Indian prisoners during their transit 
to India Recovered POW were warmly welcomed during the various 
stag^ of their journey back to India , and on arrival there Red Cross 
comforts were provided and, where possible, means for their recreation 
arranged 

Coordinated arrangements were completed whereby each re- 
covered Indian POW received, on his arrival at a staging camp m 
^***^P^ ^ hospital m Allied hands, a suitable food parcel and 

a gift bag containing toilet outfit, chocolate, fifty cigarettes and a. Red 
t-*ross goodwill message In addition, a bulk supply of Red Cross 
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clothing, including pullovers, pyjamas, slippers and socks was made 
available at eaeh staging camp as transport facilities permitted. 

In the Umted Kingdom comprehensive arrangements were 
organised on similar lines. Tours and entertainments were also 
arranged for the men during their period of stay m the United 
Kingdom. To all Allied POW who escaped into Switzerland, the 
IRCG extended its humanitarian service and also mtioduced a special 
card index for the ‘ interned military ‘ escaped POW ’ and ‘ civilian 
refugees ’, dealing with all enquiries regarding persons falling into 
these three categories. By early June 1945, approximately 9,460 
Indian POW had arrived in the United Kingdom on their way to 
India. The majority were found to be in a satisfactory condition. 

With the release of the Indian POW in the west the need for 
the packing centre in London, which was run by the Indian comforts 
fund, ceased, and it was closed in May 1945, after having been in 
existence from February 1941. During the period of its activity the 
expenditure incurred on behalf of Indian POW in Europe totalled 
one and a quarter crores of rupees. 

In the Far East • With the entry of Japan into the war in December 
1941, the care of POW m the Far East had also to be taken into account. 
The Japanese Government which had not signed the Geneva Gonven- 
tion but had promised to follow it m essentials, failed to provide in- 
formation, and unfortunately veiy little was known about the majority 
of Indian POW m the Far East m spite of constant and strenuous 
representations to the Japanese Government through the Protecting 
Power and the IRGG. At first a number of names of British and 
Imperial prisoners were received, but no Indian names were leceived. 
A few names, however, of prisoners in Hongkong, Shanghai and Bangkok 
later came to hand. It was thought that there were about 70,000 Indian 
prisoners and in d;ddition a very large number of British and Allied 
subjects (Indian, European and Asian) m the occupied territories 
who had to be considered when Red Gross assistance was planned. 

Little was known about camp conditions in Malaya but consi- 
derable disease and distress were reported about the end of 194^ 
amongst POW and civilian internees m Hongkong. There can be 
no disputing the fact that the food situation as regards British and 
Allied prisoners in Japanese hands was unsatisfactory. It was believed 
that the food issued to POW was the same in quantity as that issued 
to Japanese depot troops, but this was inadequate for the needs of 
Allied troops, especially those who were required to work for long 
hours. The majority of reports received about that time referred to 
European POW and, in spite of efforts made by the Indian war 
organisation to ascertain conditions of Indian POW, the information 
received was very scanty. 

To alleviate the lot of the Indian civilian internees and their 
dependents and the POW in Hongkong, the Viceroy contributed a 
sum of Rs. 10,000 from his war purposes fund to be placed at the 
disposal of the IRGG delegate in Hongkong. At the same time the 
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British Government placed ^^10,000 per month at the disposal of the 
IRCC, Geneva, to be used where possible, for the purchase locally of 
medicines, clothing etc Money was also placed at tlie disposal of 
various missionary societies for the alleviation of conditions in all 
camps 

In August 1942, it was arranged that two Anglo-Japanese ex- 
change ships should leave Lourenco Marques, and these carried 
approximately 6,000 tons of medical stores, comforts etc Of these 
3,000 tons were unloaded at Singapore and another 1,000 tons at 
Hongkong, the balance being distributed among Allied POW else- 
where in the Far East 

In spite of financial limitations which, at one time, appeared 
insurmountable the Indian Red Gross earned out its activities during 
Z942 to the fullest extent, spending on POW in the Far East during 
this period a sum of Rs 13,50,000 

Conditions m regard to prisoners in Japanese hands up to the 
end of 1942 were so unsatisfactory and information concerning them 
so meagre that a conference was arranged m Washington The British 
Red Gross accepted the invitation and their mission, headed by Sir 
Ernest Burdon, arrived in New York m early September 1943 Sir 
Ernest Burdon represented the interests of the Indian organisation 
also It was recognised that all plans for relief were dependent upon 
the Japanese Government acknowledging its responsibilities The 
conference was a success and the principle was fully accepted that the 
relief service to POW in the Tar East should be a combined under- 
taking, that it should be operated jointly by the three Red Cross 
Societies chiefly concerned and based on America Supplies to all 
prisoners in the Far East were pooled 

In October 1943, a second exchange ship, the Teia Maru called 
at Marmagoa This was loaded with Red Cross stoies which were 
destined for Malaya, Java, the Philhpmes and Hongkong and which 
had been provided by the British, Canadian and American Red Cross 
Societies About forty tons of medicines from India were also in- 
cluded m the cargo Arrangements had been made to load an 
additional 1,000 tons from India but cargo space was limited The 
Indian war organisation was represented dunng the course of the 
operations at Marmagoa, ready to render all possible help to the 
Amcncan and IRGG representatives, who were mainly responsible 
lor the successful completion of the exchange operations 

In February 1944, ^ cable was received from the IRCC, Geneva, 
that educational bool^ were in demand by POW m thu theatre, 
these were despatched by the Vladi\ostok route and some of them were 
reported to have eventually reached the camps 

The Vladivostok route was opened late m 1943, the Japanese 
vjovernment having agreed that Russian ships could carry Red Cross 
stores from Canada and the USA to that port It was originally 
proposed to send about 1,500 tons a month but this proved impracti- 
cable During 1944, however, two ships left Vladivostok for Japan 
carrying about 2,000 tons, amongst which were included — 
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food parcels 

® 366,276 

medical kits 

600, 

cases of drugs and medical supplies 

2,611 

cases of shoe repairing materials 

125 

cases of comfort articles 

700 

cases of cigarettes 

100 

cases of YMCA books and re- 

299 

el eational supplies; and 


cases of clothing consisting of 

b543 

19,500 sets of clothes, 7,080 over- 


coats and 4,200 pairs of men’s 


shoes. 



The POW camps which benefited from these supplies included 
those m Kobe, Taiwan, Hongkong, Canton, Burma, Malaya, Borneo, 
Java and Sumatra. 

Food parcels were also despatched by the Vladivostok route 
during the year 1944. These weze packed m Canada and included a 
large number of Indian food parcels containing atta, dal, rice, curry 
powder, salt, margarine, vegetables, salmon, sugai, tea, milk, fruits, 
biscuits, chocolate and soap. 

Early in 1945, prisoners were reported to have been moved in 
large numbers from the southern to the northern Japanese occupied 
areas, which were less open to Allied attack ; but, as the Japanese 
military position deteriorated, the ti eatment of the prisoners improved 
generally and in June 1945 it was leported that the IRCG delegates 
had been permitted to visit all camps, including those m the southern 
areas. These visits showed that conditions in the camps varied greatly 
over the vast areas in the east, but prisoners in the camps m northern 
areas were reported to be more fortunate than their colleagues in the 
camps in the southern areas ; in all camps there was an absence of 
adequate medical service. 

The su(^den surrender of the Japanese completely changed 
the situation and plans which had been made for long term hostilities 
had to be changed drastically. A detailed report on the activities 
which took place in connection with the release and repatriation of 
these men is included under the heading of RAPWI. 


ENQUIRIES REGARDING MISSING PERSONS AND PATIENTS IN HOSPITALS 

Searcher Organisation * Under the Geneva Convention it is the 
speeifie responsibility of the hostile government to furnish information 
as to where pnsoneis have been sent and to produee lists with full 
information. The responsibility for traeing the missing remains with 
the government depai tments eoneerned, but one of the more important 
tasks that fell on the Red Cross organisation in the recent war was to 
help the service departments to relieve the anxiety of wives, mothers 
and next of km. 
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The Indian Red Cross mail-bag included many enquiries about 
persons missing or missing believed POW, and it tried to trace the 
missing persons by every means m its power, including enquiries 
through tlie IRCC, Geneva Capture cards, which the men sent to 
their next of kin, proved most helpful, but often no capture cards were 
sent and the delay in receiving news caused many thousands of 
anxious relatives and friends to wonder if everything possible was being 
done 

There were two aspects of this work — looking for those who 
were really missing from a theatre of operations, and those who were 
sick Or wounded and temporarily missing on account of their rapid 
transfer from one hospital or camp to another With regard to the 
latter, the next of km often wrote for fuller details of their condition 
than the hospital authorities normally give 

The larger problem was the search for those who were definitely 
missing and of whom there seemed to be no trace There were many 
difficulties in this connection, the chief being that about half of the 
men who fought 111 Malaya and Burma were not on any Indian re- 
cording system , so that no authority m tins country had any idea as 
to who was missing or from what unit As the war organisation was 
responsible for all non regular Allied units, it found itself involved in 
the search for all sorts of civilians who had joined up m local corps, 
hurnedly formed as tlic actual fighting m Malaya and Burma began 
It also had to look for men from the Dominions and free Allies from 
Holland and Norvsay The searchers were instructed to visit military 
hospitals and convalescent depots located in certain Red Cross areas 
and interview sick and wounded personnel who had been serving in 
the same unit as the missing men Any useful information gleaned 
was reported to headquarters, which cross-chcckcd it by another 
agency whenever possible , and details were only passed on to the 
enquirers when they were considered absolutely authentic 

To cnsuie that no delay occurred at the headquarters of the war 
organisation m passing news on to relatives immediately it was consi- 
dered authentic, a comprehensive card index system was organised 
This covered enquiries about persons of all categories, e g , civilians, 
army and air force personnel, mercliant seamen, etc , scattered all 
over the world, each category having its own distinctive colouc. 

The searcher section also undertook to cover the question of 
progress reports, i e , sending reports concerning sick and wounded 
men in hospital in India to the next of km, and m this way often 
relieved the anxiety of the enquirer 

This section, which came under the welfare department of the 
war organisation, continued m existence until the end of January 1946, 
when, its mam duties having been completed with the liberation of 
te men who had been prisoners, the small amount of residual work 
'vas taken over by the welfare section 

of ih Civilian Internees Soon after the beginning 

rel t question arose concerning correspondence with the 

atives m hostile countries, and it was hoped it might be possible to 



ADMINISTRATION OF MEDICAL SERVICES 


464 

introduce in India a scheme of the Red Gross postal message service. 
Vanous difficulties arose, hov/ever, and this project was temporarily 
dropped when an alternative method of correspondence through the 
medium of Messrs. Thomas Cook & Son Ltd., was introduced m 
July 1940. In the meantime, with the extension of the German 
occupation, the matter of communications was becoming more urgent, 
especially after the occupation of the Channel Islands. Finally, in 
December 1940, permission was obtained from the Government of 
India to introduce an Indian Red Gross postal message service, by 
which messages of twenty-five words could be sent to relatives m 
hostile countries via Geneva. 

By the end of 1941, over 1,300 messages had been sent firom the 
bureaux at Bombay, nearly 600 from Calcutta and over 200 from 
Madras. The countries to which such message could be sent included 
Albania, Austria, Belgium, the Channel Islands, Czechoslovakia, 
Denmark, Germany, Occupied France, Holland, Yugoslavia, etc. 
Postal messages from most of these countries were received at central 
headquarters from the IRGC, Geneva, in large packets and distnbuted 
to the addressees m India, Burma, Ceylon, Hongkong and Malaya 
Over 1,800 such messages passed through headquarters in 1941* 

During 1942 the postal message service was extended to the 
Far East, viZ; Japan, Korea, Formosa, Shanghai, Hongkong, Occupied 
China, French Indo-Ghina and Siam ; but at first the Japanese would 
not permit its extension to Malaya, the Philippines, the Netherlands 
East Indies or Burma. At the end of 1943, there were thirty countnes 
to which messages could be sent in eight different languages ; the 
restriction on the number of languages and in the number and location 
of the Red Gross bureaux dealing with these messages being due to 
the difficulty of censorship. 

During 1943, about 3,000 postal messages were despatched from 
the bureaux and 11,000 messages were received from the IRGC, 
Geneva, for distribution Replies received to messages sent by the 
bureaux were sent to the bureau initiating the enquiry for transmission 
to the original sender. 

In August 1944, a new scheme was inaugurated — the express 
message scheme for POW and civil internees in Europe. This scheme 
was started by the IRCG on behalf of those POW and civil internees 
m Europe who had not heard from their next of km for over three 
months. The postal message scheme continued to function in so far 
as the Far East was concerned till the end of hostilities. A very marked 
improvement was noticed in regard to both postal and cable exchanges 
with Occupied China in the last months. 

In addition to the postal message service, nearly 800 telegrams 
were sent during 1941 from central headquarters through the IRCG 
to persons in hostile territor)L Most of these were from seamen of 
Allied nationalities whose ships touched Indian ports, but other 
persons also jised this service. The system of sending cable messages 
in English and French from India to individuals in hostile countries 
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continued to prove extremely popular 1,100 cables ivcre despatched 
by headquarters dunng 1943, and over 750 were received from 
Geneva and transmitted to addressees m India 

RAPWI 

The surrender of Japan, in August 1945, completely altered 
the situation and affected the plans for sending relief to POW in 
Japanese hands Plans already made for their reception in India 
were put into operation, and Regional Red Gross Commissioners all 
over India ^ve^e asked to arrange effective liaison with the local 
military authorities Within India, at the ports, at the mam railway 
stations, in hospitals and in transit camps, they were \velcomed and 
serviced by Red Cross representatives and St John Ambulance perso- 
nnel Other philanthropic bodies, such as the Women’s Voluntary 
Service, the Salvation Army and Toe H, also co operated whole- 
heartedly 

Reception arrangements at Calcutta and Madras were parti- 
cularly good Separate teams of workers were allotted for the air- 
ports, the transit hospitals and the ambulance trains, and, although 
these workers were sometimes soaked to the skin by monsoon rams 
or, more often, baked by the sun, they stuck to their posts and helped 
in Serving RAPWI wth cold dnnks, tea, cigarettes and sweets and 
in distnbuting clothing, books and magazines to those in transit 
hospitals or travelling by ambulance trams In all, approximately 
no members of the Indian Red Gross Welfare Service, Indian and 
British, ivorked for them in addition to large numbers from the St 
John Ambulance Brigade These workers also undertook the duties 
of searching, i e , tracing missing military personnel by interrogation of 
their comrades in hospitals, and of progress reports to the relatives of 
the men just released, letter writing, shopping, teaching of occupational 
therapy m hospitals, distnbution of Red Cross stores and attending to 
their general care and comfort 

Overseas A special temporary sub-commission, headed by a 
Geputy Red Cross Commissioner, was appointed to work under 
Advanced Headquarters, ALFSEA The commission included for- 
ward contact parties and a large number of welfare worker, based on 
Rangoon and Singapore A small team also proceeded to the 
Andaman Islands 

In addition, two Indian doctors were sent to Shanghai to render 
rocdical aid to the Indian commumty there For further relief of 
^ ^ 20,000 was placed at the disposal of the 

vVjL. delegate m Shanghai and a grant of Rs 10,000 was made to 
provide warm clothing for destitute Indians 

stores included (i) 50,000 garments for Indian 
onals m these liberated countnes , (11) 2,000 tons of Red 
Ri-VPWI , (m) 60,000 gift bags (containing 

cigarettes etc) , (iv) 4,500 toilet bags, (containing such 
gs as soap, handkerchief, comb, mirror, tov\cl, face cloth, hu:»sif) 
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for air diopping in Malaya, Siam, Netherland East Indies etc. , and 
(v) 70 tons of Red Gross stores placed at the disposal of the 
SEAG, the estimated cost of which was Rs. 75,00,000. 

Two field service units worked in Burma and Malaya and a 
third was sent to the Far East. 


RELIEF TO ASIAN LABOUR FORCE 

Much distress was reported among Indians m the Asian labour 
force working on the Burma/Siam Railway, which ivas disbanded by 
the Japanese. The IRGG delegate there took steps for the relief of 
these destitute Indians and a sum of Rs. 1,00,000 was placed at the 
disposal of the IRGG for this puipose 


SEAC RED CROSS CO-ORDINATING COMMITTEE 

The Red Gross co-ordinating comnuttee at Headquaiters 
SAGSEA ensured that liaison between the military staff and the Red 
Gross organisations was effective. On 28 August 1945, Lady WaveU 
assembled a meeting of Red Gioss representatives in the South East 
Asia and the India Commands in order to repoit progress and con- 
cert plans. The Viscountess Mountbatten attended this meeting as 
the chief representative of the Supieme Allied Commander. 

The Indian Red Cross placed at the disposal of this co-ordinating 
committee the sum of Rs. 50,000 for expenditure on incidentals and 
miscellaneous items for persons in liberated counti'ies. 


ENQUIRIES AND INFORMATION BUREAUX 

With the cessation of hostilities m the east the number of 
enquiries concerning RAPWI increased considerably ; and, to enable 
these to be dealt with promptly and efficiently, information bureaux 
were set up, with the co-operation of the authorities concerned, at 
Calcutta, Bangalore, Kalyan and Madras, and a procedure for the 
bi-weekly despatch of names and particulais to the various authorities 
concerned was adopted by the Indian Red Gross POW department 
at Simla. 


CIVIL INTERNEES 

Cml internees reaching India were given the same Red Cross 
service as was given to recovered seiwice personnel, and here again, 
besides providing welfare workers for the civilian camps, the joint 
war organisation undertook to provide tidy bags, a certain amount 
of tropical and warm clothing. Red Gross comforts for men, women 
and children, eg, Glaxo, Farex, feeding bottles, napkins, etc., and, 
when available, special invalid foods such as condensed and dried 
milk, Ovaltine, Bovril, etc 
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Clothing for Indnn women and children was also collected at 
Calcutta and hfadras, and Lady \Vavell wrote to the wives of Governors 
giving detailed suggestions as to how local joint war committees 
could assist in providing Red Cross service, including clothing for 
recovered civilians Response to this appeal was most gratifying, 
and work parties all over India busied tlicmselves making garments 
for Indian nationals who had been resident, though not interned, in 
Japanese occupied terntones 


WELFARE 

Prior to 1943, all forms ofv\clfarc work for the sick and wounded 
in hospitals were undertaken by voluntary workers, some of them 
members of the St John Brigade but more of the IVomen’s Voluntary 
Service , but it was then realised by the organisation, and agreed to 
by the military medical authontics, that something more systematic 
and professional was needed It was, therefore, decided, early in 
1943, to form a Red Cross hospital v^clfare service of trained and paid 
workers to supplement the work done by voluntaiy workers and to 
provide a welfare service m areas where such voluntary workers were 
not forthcoming Much pioneer work had been undertaken by the 
Bengal branch, which had already started its own service Brigadier 
Howard was appointed, in November 191.3, to organise a central 
service He completed the scheme early in 1944, by which time three 
experienced welfare ofiicers borrowed fiom the British Red Gross 
joint war organisation had armed to help with its administration 
and training 

The Indian Red Cross welfare service commenced recruitment 
in March 1944 , membership was open to Indian and British women , 
and, though the service was civilian in character, its members were 
given officer status to facilitate tlicir movement in operational areas 
and their residence in nursing sisters’ messes Membership was open 
to foreigners also but their appointments were notified only after 
special enquiries and with the permission of the Defence Department 
of the Government of India 

There were originally two categories of these workers 
(0 general service members engaged on a salary of Rs 200 per month, 
plus Rs 30 per month overseas allowance and free accommodation 
ihese members were to serve in any area m which the joint war 
orpnisation operated , (n) local senace members engaged on a 
salary of Rs 150 per month with no accommodation or messing 
allowance These members were to serve full-time in the station of 
tneir ordinary residence 

r , of trained mstructora at first handicapped the training 

o those selected, and a training course for instructors was, therefore, 
e cl m Calcutta, where intensive training covering six weeks was 
given From this course six instructors were obtained to run training 
urses for recruits at Bangalore, Dinapore, Shillong, Dehra Dun, 
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Madras, Secunderabad and Lucknow. Headquarters staff officers 
visited these schools and lectured on special subjects. 

Later on, a central training school was established with Miss S. 
B. Rustomjee m charge, in St. Mary’s Home, Bangalore, and all 
general service members who were proceeding overseas were trained 
at this school. General service workers were posted mainly outside 
India, first to the Fourteenth Army area and then to SEAG where 
they served m Malaya, Java, Sumatra, Batavia, Rabaul and Burma. 
One team of four, under a staff officer, proceeded to the Middle East 
at the beginning of 1945 and another to Iraq-Iran about the same 
time. 

The welfare service spread rapidly in all provinces and, in 
June 1944, members of the United Provinces ladies war work comimttee 
welfare service v/ere registered with the Indian Red Cross welfare 
service. The largest number of local service members was recruited 
by and served m the United Provinces, with Bangalore, Bombay and 
Madras following m that order. The Bengal branch preferred to 
continue its own welfare service but their workers often attended the 
central training school and took advantage of lectures arranged for 
central workers. No local service welfare workers were, therefore, 
posted to Bengal. 

The service undertook every type of welfare considered desirable 
m hospitals, which included occupational therapy crafts, store-keeping, 
supervision of libraries, letter- writing, shopping, searching for wounded 
and missing, and progress reports. The United Provinces had success- 
fully inaugurated kitchen supervision as part of its welfare duties, 
and the centre later decided to recruit special welfare officers to be 
trained m kitchen supervision for posting to hospitals in the India 
Command only. Five such training courses wefe held at the IMH 
and BMH Lucknow, and forty central welfare workers attended these ; 
they were then posted for these duties only, as it was found to 
be a full-time occupation ; it proved to be most effectual in raising the 
standard of cooking and serving meals for hospital patients The 
kitchen supervisor course was of three weeks’ duration. Training 
was given by trained members of the WAG (I) and other women 
workers. A special course of invalid cooking was a part of the general 
training course. 

In February 1945, Lady Hutton was appointed Director of 
Welfare vice Brigadier Howard. She toured frequently and the service 
quickly expanded m all directions. It was also early in 1945 
the new category of workers i e., the local out-station workers, was 
introduced. The reason for its inception was that it was found increas- 
mgly difficult to recruit local service workers for all the loealities where 
military hospitals were situated and that general service members 
could not be spared for hospitals within the India Command. They 
were given a special out-station allowance of Rs. 2-8-0 per day and 
permitted to live in the nursing sisters’ messes if they were unable 
to find other accommodation. T his new category proved successful 
and popular and was very useful for outlying hospitals 
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In July 1945, a further category was introduced into the 
service, t e , men welfare workers, as it was felt that they would be 
able to undertake certain duties and go further forward than 
would be possible for the women members of the service They 
were lecniited too late , for the unexpected surrender of the 
Japanese came in August 1945, before these men could reach their 
forward hospitals, and some were still at the training school and did 
not proceed overseas at all Those who did, gave e-^ccllent service, 
especially in Batavia and the Tamil camps Their help was eagerly 
sought as store keepers The remainder stayed at Bangalore and 
were of great assistance to the returning POW until the rush was over, 
when they were released from the service Two of the men posted 
overseas were awarded the Red Cross Silver Medal by the French 
Red Gross 

The total strength of the Service at its maximum was — 


General service workers 170 

Local service workers 285 

Local service outstation workers 39 

Men welfare ivorkers 17 

Total 51 1 


Of these, 55 general service officers and 138 local service officers 
were Indians or Anglo Indians In addition 15 staff officers were 
employed in the regions to administer the working of the welfare 
service 

In December 1945, when the rush of RAPWI was over, and 
the bed strengths of hospitals were commencing to diminish, plans 
were made lor the reduction of the welfare service The first members 
whose services were dispensed with were those working as kitchen 
supervisors, and they were followed by those officers who were w 01 king 
as store keepers or librarians without any other duties Later, the 
local service workers were given notice and by 30 June 1946, no 
members of the welfare service were employed in India The staff 
ofiicers serving m the Middle East were withdrawn and those mem- 
bers of the service who were still in that theatre were looked after by 
the Bntish Red Cross 

In hlarch 1946, however, a request came for welfare officers to 
be sent to Japan with the Indian contingent of the Bntish Commoii- 
vveaith Occupation Force which was proceeding to that country 
rour welfare officers were sent under agreement to serve m that theatre 
or one year One of these officers unfortunatcl) died as the result 
01 an accident 

The systematic organisation of a personal service to patients 
noapitals was a comparatively new idea, winch first readied the 
committee in 194a from bnef accounts of what the British joint war 
rganisation had begun doing m the Middle East Individuals had, 
th India as elsewhere, been visiting from early m the war 

c Sick and wounded, wntmg letters for them and distributing Red 
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Cross gifts, books and periodicals, and had realised that patients could 
be definitely helped towards recovery if they were given simple 
handicrafts to divert their minds from their physical condition. The 
problem was to select a handicraft for each patient that would both 
interest him and be within his capacity, and to find the materials and 
persons qualified to teach the patient how to use them. This woik 
was particularly suitable for women belonging to the Red Gross 
organisation, but at the time, for reasons explained in the section 
dealing with the St. John Ambulance Brigade, these were scarce and 
badly distributed and many of them were reserved for work under 
ARP schemes. With the committee’s approval, therefore, the com- 
missioner addressed all branches in May 1942, suggesting that they 
should enlist the help of the more numerous and widely distributed 
Women’s Voluntary Service for this work and promising to allot funds 
for handicraft materials if the branches were unable to meet the cost 
themselves. 

During the next eighteen months, however, it was found that, 
while members of the Women’s Voluntary Service had done much 
valuable work in stations where they were numerous and strong, 
there were many other stations where voluntary help of this kind 
was unobtainable and others again where it flourished in the cold 
weather but languished for want of workers in the hot weather when 
it was most needed. Moreover, the handicrafts taught were apt to 
vary from hospital to hospital according to the special aptitudes of 
the teachers, and patients transferred from one to another suffered 
from this lack of continuity. In short, something more than the 
part-time voluntary worker was required. In September I 943 > 
therefore, the committee accepted the principle of appointing salaried 
women as welfare workers in hospitals to co-ordinate and maintain 
continuity of effort , and in December, after full discussion at the 
Red Cross conference in the previous month, it approved a draft 
scheme for a professional welfare service, trained in a variety of 
duties, of which the teaching of handicrafts on uniform lines was only 
one. The range included also Red Cross store-keeping, libraries, 
searching for missing, progress reports to relatives and kitchen superin- 
tendence. 


OVERSEAS COMMISSIONS 


Middle East : The need for a commission to cater for the Indian 
Expeditionary Forces in Africa and the Levant was realised early in 
1940, and in August Colonel Sir Richaid Needham took charge as 
commissioner in Cairo. He ^^as told that he would be commissioner 
for the whole of the Middle East and not for Egypt alone — a fortunate 
decision as otherwise there would have been no one to advise about 
requirements for the Sudan and, later, the rest of North Africa, Italy, 
Greece, Palestine and Syria. He was given a free hand and instructed 
to build up a six months’ reserve of Red Cross stores for the Middle 
East, obtaining what staff and stores he could locally and the rest 
from India. 
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His first indent confirmed the committee in its opinion that it 
must set up a central stores organisation in India for the collection and 
despatch of Red Cross stores to overseas forces He asked, too, for 
three assistant commissioners, two for Egypt and one for the Sudan, 
as well as for store-keepers and clerks The selection of personnel was 
a difficult and slow business, and delays followed over their passports 
and passages , but eventually the store-keepers and clerks arrived in 
December 1940, and two assistant commissioners, Lieut -Colonel 
Aliddleton AVest and Mr Asghar Ah Khan, in February 1941 
Colonel Needham also experienced difficulty in the matter of transport, 
but the Amencan Red Cross generously presented him with a station 
wagon Early in December 1940, he visited Khartoum and made 
arrangements for starting his organisation under Dr Macleod of the 
Sudan Medical Service as an honorary Deputy Red Cross Commissioner 
The administration there worked excellently and stores, including 
fresh fruit, arnved satisfactonl) , with the help of the Sudan Medical 
Service transport 

By 1942 all the Indian hospitals and convalescent depots in the 
Middle East had been provided with some form of Red Cross transport, 
and occupational therapy had been started experimentally under the 
aegis of the Indian Red Gross in an IGH with one voluntary worker 
dunng the year In February 1945, two teams of trained welfare 
workers arrived from India to fill a long felt want in tlie hospitals in 
the Middle East, Persia and Iraq and Central Mediterranean Forces 
The workers were posted to the various combined and Indian hospitals 
in these Commands and received a warm welcome Occupational 
therapy was at that time a comparatively new type of work and the 
task of developing it was uphill at first, but the welfare workers spared 
no pains to interest the patients in all bnds of handicraft By Decem- 
ber 1945, reports from all units showed that the patients had taken 
whole-heartedly to these activities, and this was amply borne out by 
a display of handicyafts by Indian patients which was held in Cairo 
in December of that year 

The commission had also to meet all batches of repatriated 
Indian POW from Italy when they landed in Alexandria in the 
early summer of 1943 Each man on arnval was given a comfort 
containing cigarettes and Indian sweetmeats In November 1943, 
^ipa arnved in Alexandria with the first Indian, Australian and 
Wew Zealand POW repatnated from Germany Over a thousand 
half of them suffenng from wounds and sickness, were 
met by the Red Cross representatives, who accompanied the Indian 
party on its journey through Egypt 

Indian ex-POW numbenng 1,198 who had escaped from prison 
in Germany or Italy passed through the Middle East on their 
^944 Each party was welcomed on arnval 

unites increase m the number of Indian medical 

■it n necessitated the opemng of an Indian Red Cross depot 

an, With a forward sub depot later m Rome Colonel G V 
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Comyn was transferred from India to take charge in Italy at the end 
of March 1944. 

With the advance of the Allied forces into Europe the need for 
the Bari depot ceased and this was closed in December 1945. On 
the return to India of Colonel Weir m July 1945, Brigadier Hildick 
Smith took over until the arrival of Colonel R. R. L, Thom. Early 
in 19465 the Persia and Iraq Force commission was amalgamated with 
the Middle East commission, and continued in operation until the 
end of May 1946, when Indian Red Cross commissions in the West 
were finally closed, welfare officers only remaining with their hospitals 
until these closed or returned to India, stores or cash for their purchase 
being sent from India as required. 

Iraq-lran : The necessity for providing an Indian Red Cross 
commission for Iraq and Persia was suddenly realised by the joint 
war organisation early in 1941, at a time when it was already busy 
with the requirements of the Middle East and the expansion in Malaya. 
There were two urgent problems to be tackled, firstly to get some 
Red Cross stores to Iraq without delay and secondly to get a Red 
Cross Commissioner for the new theatre. The first was the easier 
task, as by then a reserve of work-party products had been stored in 
Bombay ready to be sent anywhere and a good many other stores 
had also been collected in the central depot at New Delhi. An initial 
supply of stores was sent at once to the DDMS at force headquarters 
and a small advance of money from the Red Cross war fund to meet 
any urgent local expenses. The problem of obtaining the services of 
a suitable Red Cross Commissioner was more difficult ; and, although 
the necessity one arose in April 1941, yet it was not possible to send 
him until September 1941. 

In the meantime Lady Ward, wife of Sir John Ward the 
Director of the Port of Basra, offered to give all the help she could, 
an offer which was gladly accepted, and her work for the organisation 
as an honorary Red Cross Assistant Commissioner was of the utmost 
value. Through the kindness of Sir John, a part of a warehouse on 
the wharf at Basra was lent as a Red Cross office and stores and 
fitted up by the Military Engineering Service. 

Colonel S. M. Cookson, late RIASC, reached Basra as Red 
Cross Comnussioner in October 1941. After extensive touring he 
decided to form a store depot at Baghdad and add to the office and 
store accommodation in Basra lent by the port authorities; and in 
this the GOG, L of C, proved most helpful. In October i94b 
in response to an offer from the British joint war organisation, the 
committee gratefully accepted a grant-in-aid of ,(^25,000 and the 
addition of two assistant commissioners from the United Kingdom. 

During 1942 the headquarters of the commission in Iraq was 
moved from Basra to Baghdad. In April 1942, thousands of Polish 
refugees from Russia began to arrive in Persia and to pass slowly down 
the line from Teheran to Basra. Their phght was serious and the 
joint war organisation gave Red Cross service to those admitted to 
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military hospitals along the route Co operation with the American 
Red Cross in Teheran \vas also arranged 

Mention may here be made of two events, one the organisation 
of a Red Cross week in Baghdad, Basra and Abadan m April 1943, 
which brought a sum of 2,75,186, the second the establishment 
of the Red Cross convalescent home for officers at Baghdad in 
December 1943, which remained open until 10 November 19^.5 

Dunng 1945 the activities of the Iraq-Iran commission dwindled 
and m May of that >car the depot at Baghdad was closed and all stores 
transferred to tiic Basra depot Later this commission was amalgama- 
ted with that of the Middle East, which finally closed on 31 May 
1946 

Malaja The need for a Red Cross commission m Malaya 
was met in March 1941, by the appointment of Major-General 
I M Macrae (late IMS) as commissioner He had to build up his 
whole organisation from the beginning, though he took with him from 
India an initial consignment of Red Cross stores His first problem 
was to find accommodation for his office and stores and to recruit 
an establishment for both After consultation with the medical and 
administrative authorities he decided to make Singapore his head- 
quarters, though later he formed forward depots on both the eastern 
and western routes on the mainland 

Ambulance transport was a difficult), especially as forward 
field ambulances were split into a number of widely separated detach- 
ments In June 1941, however, General Macrae succeeded m getting 
four ambulance chassis from a firm m Singapore and had bodies built 
for them 

With the assistance of the representative of the Australian Red 
Cross arrangements were made for an advanced depot of Red Cross 
stores to be set up at Taiping in September 1941, and in October 1941, 
for another in the north-eastern area of the Peninsula 

Just before the first Japanese attack General Macrae reported 
that there was a heavy demand on his stores for surgical dressings, 
bandages and ward items generally, especially as he was required to 
fit out some newly formed Malayan medical units and hospitals, and 
he advised headquarters that he could never have too large a supply 
of these essential items The first Japanese attack on Singapore on 
8 December 1941, was described by him as “ a bit of a jolt” when 
some bombs fell near his office and stores splintering glass and bnnging 
down part of an asbestos ceiling of the store Thenceforth, he and 
ms staff were kept bus>, especially m carrying stores to units 

The final letter from General Macrae was dated 21 January 
1942, and no further communications were received from him as he 
and his staff were taken POW by the Japanese He remained m 
Japanese hands until after the surrender of Japan in August 1945 
SEAC Until the end of 1944, the central deputy, and later the 
eastern regional commissioner, had given service to SEAG from the 
neadquarters in Calcutta , but with the rapid advance of the Allied 
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3s into Burma, a separate commission became increasingly 
ssary. 

To this new commission Colonel Bijetindra Basu was appointed 
[eputy commissioner in February 1945, with Miss Shepherd 
s and Mr. Wootton as assistant commissioners. Colonel Basu 
promoted to commissioner and his two assistants to deputy 
missioners in November 1945. Their headquarters was with the 
meed Headquarters ALFSEA, first at Barrackpore and next at 
dy ; and it was expected that this commission would cover, in 
tion to Burma, Malaya, French Indo-China, Netherlands East 
2S, Siam and Hongkong. 

As the Fourteenth Army operations extended into Burrna 
need sub-depots were established in the immediate rear of the re- 
pying forces from Imphal onwards until Rangoon itself was 
xupied at the end of May 1945. 

Meantime plans for re-taking Malaya and the Far East were 
g co-ordinated at Kandy and Red Cross representatives worked 
lose touch with DMS, SAGSEA, who arranged for the move 
ard of the Red Cross mobile field units. No. i Indian Red 
s Field Service Unit, consisting of a mobile light section and two 
y sections capable of servicing 15,000 Beds, formed the depot 
angoon. 

In April 1945, a Red Gross co-ordinating committee, embodying 
jsentatives of the Indian, British and Australian Red Gross, was 
ed at Headquarters SACSEA in order that Red Gross work 
it in future be integrated in operational planning, and that the 
irces of all the societies might be pooled. Representatives of the 
na Red Cross and of Allied countries attended its meetings by 
ation. Stores were held at Madras for the Indian Red Cross 
at Avadi for the British and Australian Red Gross Societies. The 
Gross commission attached to the Medical Directorate ALFSEA 
2 under the co-ordinating committee for implementation of the 
Gross policy. SEAG Red Gross, as the combined undertaking 
me known, moved its headquarters from Kandy to Singapore in 
;mber 1945, and thereafter operated from there. 

Under the SEAG commission a sub-commission was established 
urma, with its headquarters at Rangoon, which continued until 
list 1946, when Colonel Basu resigned. 

GROWTH OF THE REGIONS 

Although the germ of the regional idea was latent in that portion 
he ‘ Mobilisation Plan ’ which provided for an assistant com- 
ioner at the headquarters of each command in India, it was not 
I the spring of 1944 that the first two regional commissioners 
mine were appointed for the east and the south of India respectively, 

; wide delegated powers, both financial and administrative, over- 
lentral personnel within their areas and with instructions to 
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establish official and personal contacts on the one hand with the head- 
quarters staffs of the armed forces and on the other with the branch 
committees, and to correlate accordingly demand and supply of Red 
Cross service within their regions 

Up to that time the central organisation had been administered 
as a unit from Delhi/Simla, although it had many unsystematic con- 
tacts with the commands and branches both through the commissioner’s 
tours and the central outposts in the form of officers mainly concerned 
with stores For instance a central Red Cross assistant (later deputy) 
commissioner was appointed to Bombay as early as January 1940, 
with an estabhshment of his own to deal mainly with overseas needs 
He also continued, in an honorary capacity, to be the secretary of the 
Bombay Presidency branch of the joint war organisation and thus 
served to interpret the policy of the central organisation to this 
branch 

In 1942, ivith the threat of a Japanese attack on India, the 
central committee decided that the time had arrived to appoint its 
representatues with the Eastern and Southern Armies and a deputy 
^commissioner (stores) was, therefore, appointed to the Eastern Army on 
12 March 1942, with his headquarters at Patna, and ivith an assistant 
commissioner m Gauhati for the Assam area Shortly afterwards a 
deputy commissioner (stores) stationed at Secunderabad was similarly 
accredited to the Southern Army 

The chief commissioner, touring extensively through the India 
Command and the Fourteenth Army area early in 1944, reahsed that it 
was essential for headquarters to be in much closer touch with the 
branch committees and ^Vlth the field commissions He recommen- 
ded to the central war committee that India should be divided into 
five regions, the Southern, Eastern, Western, Umted Central and 
Northern The committee accepted his recommendation, and the 
first region to be established was the southern, with its headquarters 
at Bangalore, Sir Guthne Russell being appointed as regional com- 
missioner on 17 March 1944 Under this region came the central 
depot at Secunderabad 

Welfare service ivorkers ivere meanwhile being posted to many 
hospitals in the southern region and Bangalore -was beconung the most 
important school for the training of these workers Their general 
supervision was added to his charge as well as, early in 1945, ^ ^^w 
transit depot in Madras 

The first six months of 1945 were largely devoted to the bmlding 
up of Red Cross hospital supplies and the training of welfare workers 
to meet the needs of the large number of sick and wounded who were 
expected to arm e in India when the attack against Japan was launched 
m Malaya The new hospital town of Jalahali, near Bangalore, was 
completed during 1945 I^ comprised three 1,200 bedded hospitals 
for Indian troops and one 1,000 bedded combined hospital for Indian 
and Bntish troops m the eastern area and three 1,200 bedded hospitals 
for British troops and one 1,000 bedded hospital for Indian and 
British troops in the western area, giving a total of 9,200 additional beds 
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to be serviced by this region. It was, however, arranged that the 
British joint war organisation should cater for the western area This 
expansion threw a large amount of work on the regional office and 
necessitated an increase of staff. 

The eastern region was formed in April 1944, Mrs. R. G. Brown, 
formerly secretary of the Bengal branch, being appointed as regional 
commissioner. By the end of 1944, there were four sub-depots under 
the control of this region, each holding supplies ready to meet the 
requests of the nearest units of the Fourteenth Army. The central 
depot in Calcutta held stocks to replenish the sub-depots, as well as for 
direct supply to units using the sea route from Calcutta. 

The western region was formed in December 1944, and took 
over the depot in Bombay which had existed since January 1940. 
Major-General C. E. R. Alban was the regional commissioner until 
its closure in September 1946. Its chief tasks were to supply the 
large war hospitals near Poona and Deolali, the management of the 
welfare service there, the handling of the RAPWI traffic through the 
port of Bombay and the replenishment of hospital ships. In addition, 
the region arranged for the shipment of consignments to the overseas? 
commissions in the west and the clearance and disposal of inward 
consignments for the British commission as well as the Indian orga- 
nisation, and for the outward passages of personnel of the British 
Red Gross, including the seventy welfare workers lent to the 
Indian organisation. The remaining stores were entrusted to the 
Bombay committee for disposal when the region closed finally on 30 
September 1946. 

The united central region was formed' in September 1944, with 
Miss Sarah Macqueen as regional commissioner, at Delhi, where it 
remained until its close in June 1946. This region took over the 
depot at Lucknow, which was originally under the United Provinces, 
and supplied hospitals in that province. 

The last to be established was the northern region and Mr. J. 
G. Bhandari was appointed as regional commissioner m April 1945* 
On the setting up of this region Red Cross activities in some of the 
Rajputana States {i e., Bikaner, Jodhpur and Jaisalmer) were also 
transferred to it. Here again the Punjab Red Cross depot, which 
formerly supplied only hospitals in the Punjab, was taken over by 
the central organisation and supplies distributed thence to all hospitals 
within the region 


PUBLICITY 

Publicity for the joint war organisation was for the first three 
years carried out by voluntary workers who had some experience of 
journalism, but although their activities did much to report pro- 
gress to those already interested, it failed to elicit an adequate response 
from the public. 

A publication entitled Summaries of Work was first issued in 
April 1940, with the object of keeping branches in touch, and appeared 
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periodically until October 194.1, when it was changed into The Mews 
Bulletmf issued quarterly It appeared in this form until December 
i 944 f when it became The Mews Letter, published month!) 

It became evident during 1942 that the serMCes of a professional 
publicity organiser would have to be obtained The services of such 
an organiser, Captain Bagnall, were lent temporarily by the Army 
but he was unable to join the organisation until the beginning of 
January 1943 His cxpcncncc and initiative altered the whole scope 
and method of publicity and the results were promptly reflected m 
the success of the Red Cross week of March 1913 He was recalled, 
however, to thc'^Army at tlie end of May 1943, and it was not until 
December 1943, that Mr Stanley Jackson, another cxpcncnccd 
publicist, was appointed to carry on organised publicity for the next 
two years 

Even before Captain Bagnall had joined, the committee, pro- 
fiung by the advice of Mr H W Smith of the Times of India Press, 
decided to launch a press publicity campaign for some six months 
from the autumn of 1942 up to the first All-India Red Cross week 
fixed for March 1943 It was estimated before the campaign was 
launched that advertising space to the value of Rs 30,000 for a period 
of SIX months would be necessary Contacts were established with 
the leading newspapers and advertising agencies where generous 
contributions resulted in advertising space worth over Rs 30,000 
being placed at the disposal of the organisation 

Dunng 1943 many schemes were launched to bnng the work 
of the organisation vividly before the public , the Speakers^ Handbook 
was prepared and circulated, the production of a full length film 
undertaken and the renting of boardings in all important towns and 
cities in India arranged A Red Cross variety programme was also 
broadcast weekly from the All-India Radio stations of Madras, Calcutta 
and Bombay In the provinces and states publicity sub committees 
were organised in close liaison with the publicity section at the centre 
Meanwhile Lady Bird’s stamp seal scheme was bringing in a steady 
income through her personal efforts 

For 1944, it was decided to launch a full time publicity campagm 
which was to run for six months, commencing with the mam Red 
Cross week from 30 January to 5 February 1944 As a result of this 
intensive campaign over Rs 2,00,00,000 were collected for the second 
year m succession 

The third Red Cross week was planned for late 1945 The 
special publicity material provided by the centre included such items 
as large posters, leaflets, a revised version of the Speakers' Handbook, 
Red Cross flags, stamp seals, stamp cards, etc , and an all-India 
campaign of press advertisement m the leading newspapers in English 
and the mam Indian languages The Red Cross pulahcity committee 
in Bengal produced a Red Cross film, Invest in kindness, with a commen- 
tary by Mr R G Casey, Governor of Bengal This film depicted 
the work of the Red Cross for servicemen as well as for distressed 
civilians 
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on the initiative of members of the Brigade, anew nursing service called 
the ANS(I) was inaugurated, in 1941, by Lady Linlithgow. A number 
of Indians and Europeans were enrolled and given a mimmum of 
three months’ training in civil hospitals, after which their names were 
passed on to the Medical Directorate to be called up for hospital 
service as required. The recruitment for this service was made the 
responsibility of the lady district superintendents, who succeeded in 
producing some 3,000 recurits, enrolling them as members of the 
brigade to secure them protection under the Geneva Convention. 

The authorities were for long willing to call up only the general 
service members and had apparently little use for the local service 
members. These local service members, therefore, along with the 
great majority of ordinary members of the Bngade who had local ties, 
disappointed by the failure of the authorities to utilise them for nursing, 
turned to other organisations which welcomed them, such as the 
many ARP schemes organised in 1941 and 1942, and the Women’s 
Voluntary Service. Recrintment to the general service side of the 
ANS(I) languished on account of the superior attractions offered by 
such official services as the WAC(I) and the WRINS, with the 
opportunities these services afforded of promotion to commissioned 
ranks and of greater freedom outside working hours. The authorities 
later made strenuous efforts to attract as many women to ANS(I) 
as possible. But the recurits to the ANS(I) were mainly obtained 
thenceforth only from among those whose heart was set on nursing 
and a number of them rendered useful service m some local hospitals. 

Specific mention must be made of the initiative of the nursing 
divisions m Calcutta which were responsible, from 1942 onwards, 
for running a British troops convalescent hostel and for assistance to 
other hospitals and hostels m addition to their arduous task of meeting 
hospital ships and trams and caring for not only thousands of sick and 
wounded troops but also for many destitute, hungry and disease- 
stricken refugees fleeing from the advance of the Japanese early in 
1942. Similarly, the Bombay divisions had not only nursing res- 
ponsibility for an 86 bedded ward m the IMH but also provided many 
welfare facilities for service personnel and civilians at the docks and 
conveyed m their transport units many thousands of cases between 
ships, trains and hospitals. 

One flaw m the ‘ Mobilisation Plan ’ needs specific mention. 
The St.John Ambulance Brigade, as distinct from the Association, was 
most inadequately represented on the central and branch joint war 
comimttees and, therefore, lacked opportunity to press its claims for 
employment when plans were under discussion involving the use of 
trained personnel. 


FINANCIAL POSITION 

By the end of 1941 the impetus of the ‘ I939 Appeal ’ was well 
nigh exhausted and the president saved the organisation from ending 
that year with a small debit balance by alloting Rs. 4,00,000 from 
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his war purposes fund to meet imminent obligations The committee 
needed an ample and more assured income to meet the heavier commit- 
ments in prospect during 1942 The president invited the governors 
of provinces to guarantee remittances to the centre of at least 
Rs 40,00,000 derived partly from their specific Red Cross war 
collections and partly from the free balances in their war purposes funds 

The governors were moved to guarantee Rs 42,00,000 
in all in 1942, of which Rs 34,50,000 were paid by the end of 
the year This source was supplemented by Rs 10,50,000 in direct 
donations and by ;£‘50,ooo from the British war organisation , and 
thus the committee scraped through this difficult year, ending it 
with little over a lakh in hand 

By the end of 1942, however, the central committee had realised, 
just in time, that it must both establish personal contacts with its 
branches to smooth out misunderstandings (which it did by means of 
the first conference of branch representatives held m November 
1942) and spend substantially on organised publicity (which culminated 
in the first All-India Red Cross week held in March 1943) To 
ensure, however, against disappointing results, the guarantee system 
was formally renewed for a second year and > lelded promises from the 
provinces of Rs 75,00,000 — approximately double their 1942 
guarantees In addition Rs 69,00,000 were received from 
branches, Rs 48,00,000 from the Viceroy's own fund, and 
Rs 30,00,000 from direct donations The rulers of states and 
the people of British India responded with amazing generosity 
during the Red Cross week of March 1943, contnbuting m that week 
a sum of Rs 1,14,00,000, the interest thus aroused and the publicity 
campaign, which continued to the end of the year, brought m some 
Rs 80,00,000 more Thus in the course of 1943, the public subscribed 
about Rs 2,00,00,000 in Red Cross war funds, of which the centre 
received fully one half and the branches retained the rest for their 
local activities 

The year 1944 resembled the previous one in its financial results 
Remittances of Red Cross collections from branches and donations 
from provincial and state war funds, though no formal guarantees 
were sought for this year, yielded the centre Rs 1,13,00,000 supple- 
mented by Rs 17,00,000 in direct donations Central expenditure 
went up by nearly Rs 30,00,000 to Rs 1,37,00,000, service 
to POW taking half that sum and the new Red Cross welfare 
service nearly Rs 10,00,000 The all-India yield from the 
second Red Cross week early in the year (1944) was more successful 
than that of March 1943, the aggregate income of centre and branches 
combined totalling Rs 2,75,00,000 

The year 1945 promised to make the heaviest demands ex- 
perienced by the organisation for it was expected to see the launching 
of the great offensive to regain South East Asia m a series of campaigns 
that might well last far into 1946 A comprehensive programme, 
planned m 1944, was to bear fruit m the acquisition of stores costing 
some Rs 2,00,00,000 dunng the year, and the total expenditure by 
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the centre was estimated at Rs. 2,75,00,000 with an additional crore 
by the branches. The sudden collapse of Japan in August 
1945, enabled substantial savings to be made and the year closed 
with a total expenditure of some Rs. 2,50,00,000, two-thirds by the 
centre. Nevertheless, the centre realised that demands for Red 
Gross service must continue from the vast forces in the reoccupied 
territories from Burma to Japan as well as from the civil population, 
particularly those of Indian origin, in the liberated territories. The 
Committee, therefore, advised the Viceroy to issue a final ‘ Victory 
Appeal ’ towards the end of the year, which would not only secure 
those immediate objects but leave a nest-egg to continue a higher 
standard of Red Cross service in service hospitals than had prevailed 
before the war and enable the endowment of homes for those service 
victims of the war who would need constant medical and nursing 
attention for the rest of their lives. 

The direct result of this ^ 1945 Appeal ’, which was for 
Rs. 1,50,00,000, IS obscured by supplementary contributions out of 
the closing balances of branches and of certain independent war funds 
and by grants for special purposes, such as the ^^^i, 10,000 from the 
British and Scottish Red Gross for the homes. It probably yielded 
about one crore of fresh money to the centre and branches jointly — 
a most gratifying lecognition of the debt India owed to her armed 
forces. Payments in this year were half those in 1945, and were 
mostly for stores ordered early in 1945 ; and receipts from surplus 
stores alone exceeded the total payments of the year. The cumulative 
closing balance at the end of the committee’s stewardship was, 
therefore, nearly Rs. 2,00,00,000 , and this aggregate was increased 
by a few lakhs during the period of liquidation by the joint council, 
thanks to final contributions from branch closing balances. 


FINANCIAL REVIEW 

In the seven years' of its existence the central joint war com- 
mittee’s income was, in round figures, Rs. 7,75,00,000 and its expendi- 
ture Rs. 5,75,00,000, but of the balance of about Rs. 2,00,00,000, 75 
per cent, was to go to the trustees entrusted with the execution, within 
the next thirty years, of the two objects named in the scheme approved 
by the Gentral Government in August 1946, viz-, the construction and 
maintenance of two homes, one in the north and the other in the 
south of India, for the permanently disabled of the arrned forces, 
and the maintenance of Red Gross service in service hospitals ; and 
25 per cent, to the parent bodies for similar purposes. 

This income of Rs. 7,75,00,000 came, to the extent of 
Rs. 6,25,00,000, directly or indirectly from public subscriptions (about 
Rs. 5 , 75 , 00,000 from the public of India), and out of the rest one crore 
from the sale of surplus and perishable stores and half a crore from 
refunds etc., including Rs 25,00,000 through the generous remission 
by the Biitish joint war organisation of India’s proportionate share 
of the several minor schemes (only partially successful) put into force 
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for the rchef of POW m Japanese hands after the Japanese refusal to 
admit regular food ships The large income from the sale of re- 
dundant stocks came through the unexpectedly early collapse of 
Japanese resistance 

These figures, however, large as they are, fall far short of re- 
cording the all-India receipts and e-\penditurc on Red Cross war 
purposes, because the branches retained and spent very large sums 
also, of which the centre possesses no complete statistics except for 
the busiest years of 194^/45, when the branches collected 
Rs 4,66,66,666-10-8, spent Rs 2,25,00,000 locally (including half a 
crore on amenities) remitted Rs 1,75,00,000 to the centre and carried 
forward the balance into 1946 If due additions are made for their 
activities in 1939 42, and in 1946, until they closed down, the aggre- 
gate spent by the branches on Red Cross war purposes must have 
exceeded Rs 3,00,00,000 In bnef, therefore, the several Red Cross 
war committees, central and provincial, obtained between them 
well over Rs 11,00,00,000 from the public and spent about 
Rs 9,00,00,000, handing over a balance of Rs 2,00,00,000 to their 
parent bodies 

But this result was not attained without much effort and many 
anxious periods when it seemed as though income would fail to keep 
pace with expenditure The table below shows how close the centre 
was to bankruptcy at the end of 1941, and again at the end of 1942, 
and how it was saved from 1943 onwards only by the amazingly 
generous response of the pubhc to well organised publicity and the 
reinforcement of that publicity by the personal exertions (and 
guarantees) of heads of provinces and states and the great body of 
workers in the branches in the cntical >ears of 1943 and 1944 


Financial position from 1939 ^94^ I'l lakhs 



Dona- 

Refunds 

Total 

Pay- 

Annual 

Closing 


tions 

and 

sales 

income 

ments 

differ- 

ence 

balance 

1939 40 


2i 

15 

3 i 

-f u J 

Ilk 

1941 

1 1 

I 

Ik 

12 


-7k 

4 

1942 

52^ 

53 i 

56 

-2i 

li 

1943 

221 J 

3k 

225 

108 

+ 117 

1184 

1944 

135 


H7k 

137 

4" roj 

129 

1945 

87 

3 ii 

1181 

164 

' 45 i 

83^ 

1946 

86J* 

1 12 

igSi 

82 


200 

Total 

605i 

i 64 i 

770 

570 

— 




♦This excludes Rs 27,00 000 earmarked for the trustees 
The figures for the successive years given in this statement 
suggest certain lessons for the future Financial relations between the 
centre and the branches were left vague at the last moment in the 
plan, when it was rcahsed too late Aat the major branches would 
not submit to central dictation and there ivas no time left to negotiate 
settlements with them by mutual agreement An initial endowment 
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his help comprehensive codes were prepared and printed incorporating 
all the resolutions and orders governing finance and accounts which 
had hitherto been issued. These codes : — 

(i) defined the financial powers of the working committee 
and of the several grades of officers of the hierarchy ; 

(ii) regulated the keeping of accounts ; and 

(iii) laid down the conditions of service and travelling for all 
personnel. 

By these means financial and accounting regularity was secured, 
and Messrs. Ferguson & Go., the official auditors, were able, year 
after year, to certify, with only minor comments, the correctness of 
the organisation’s cash accounts. 

As regards store accounting, however, the results were not so 
satisfactory. The system was sound enough, prescribing as it did the 
maintenance of ledgers, the recording of all receipts and issues, the 
regular use of issue and receipt vouchers and the periodical recon-' 
cihation by physical count of ground with ledger balances. There is 
reason for believing that in most depots this system worked satisfac- 
torily until the last few months, except that indenting units were often 
careless about sending receipted vouchers for consignments. Such 
discrepancies as were revealed by physical check against ledger 
balances were usually due to mis-classification of stores ; but when 
stock-taking was done in certain depots as they were on the point of 
closing down late in 1946, substantial shortages were for the first time 
revealed which could not be fully accounted for by mis-classifications 
or issues made in haste without the requisite entries in the ledgers. 
These shortages were most apparent at the Calcutta, and less at the 
southern depots which had been the main transit depots in the latter 
months of the war and into which stores had come in bulk from up- 
country depots and been returned by forward depots which had closed 
earlier and by demobilising units. Much of the loss was undoubtedly 
due to pilferage in transit on the railways and about the docks, and 
there is no doubt that the cumulative losses on this account were very 
considerable. 

The following paid personnel (officers and clerks) were employed 
under the Indian Red Cross and St. John war organisation from 1940 
to 1946, as on I January of each year : — 



1940 

1941 

1942 

1943 

1944 

1945 

1946 

Headquarter s 

Officers 

I 

2 

3 

7 

9 

20 

22 

Clerks 


% 

9 

22 

30 

68 

73 

Central Depot, Mew Delhi 

Officers ... 



I 

I 

I 

I 

I 

Clerks 




I 

2 

7 

6 

Morthern Region, Lahore 

Officers 

Clerks 

• •• 


• ^ 



« * 

2 

5 
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1940 

I9ti 194a 1943 


»945 

iqfG 

Untied Central Region^ Delhi 





Officers 



3 

3 

Clerks 



2 

a 

Lucknow Depot, Lucknow 





Officers 



2 

1 

Clerks 



6 

*7 

eastern Region and Calcutta Depot 





Officers 

3 

5 

7 

7 

Clerks 

I 

13 

26 

43 

Western Region and Bombaji Depot 





Officers 1 

1 1 1 

3 

5 

6 

Clerks 

I i 7 

a 

8 

II 

Southern Region, Bangalore 





Officers 



I 

4 

Clerks 


1 

5 

20 

Madras Depot, Madras 





Officers 



i 

4 

Clerks 

Secunderabad Depot, 




7 

Secunderabad 

Officers 

1 

I 

4 

3 

Clerks 

1 

2 

5 

9 

Headquarters ALFSCA 





Officers 



I 

*4 

Clerks 

(no information available) 


Red Crass Commtssion, Malaja 





Officers 

I I 

I 

1 


Clerks 

(no information available) 


AndaiTtans 





Officers 

Clerks 




2 

Japan 





Officers 





Clerks 

(no information available) 



Middle East and Central 





Aledtterranean F orces 

Officers 

3 2 3 

5 

3 

I 

Clerks 

Iraq-Iran 

57a 

a 

lo 

10 

Officers 

I 3 

3 

3 

1 

Clerks 

1 

a 

2 

2 

Total 





Officers a 

5 9 19 

28 

50 

71 

Clerks* 3 

9 19 41 

65 

>39 

205 


♦The figures are incomplete 


POST-WAR PLANS — JOINT WAR ORGANISATION INDIAN RED CROSS AND 
ST JOHN 


Soon after the hostilities ceased, the central joint war com- 
mittee began to consider which of its w ir-time activities it should try 
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to continue, perhaps in a modified form, for the benefit of service 
and ex-service personnel m peace time and by what agency , and 
to what extent it could find ways and means of giving the schemes it 
approved at least a satisfactory, start from the financial standpoint. 

In October 1945, it resolved to devote the British Red Cross offer 
of j(^i, 10,000 for “a scheme solely in the interests of Indian members of 
the services and preferably of a concrete and tangible nature ” to the 
construction and equipment of “ a Red Gross home for the care of. the 
seriously disabled ex-servicemen, somewhat on the lines of the Star 
and Garter Home at Richmond”. Rough estimates showed that a 
home for 300 patients would require at least Rs. 77,00,000 to maintain 
it for thirty years. The president made special reference to this object 
in his ‘Victory Thanksgiving Appeal’ of November 1945. The cordial 
concurrence of the British society was quickly given and early in 
January 1946, the chief commissioner was directed to proceed with 
this scheme m consultation with the DMS and the Welfare General 
in India, and to investigate suitable sites, both permanent and if 
need be temporary also, for the location of two homes, the larger one 
in northern and the smaller m southern India. The vicinity of 
Bangalore was accepted as the site for the permanent southern home 
and temporary quarters were leased for it at St. Mary’s Home, 
Bangalore, before the organisation was wound up in September 1946. 
Possible sites for the permanent northern home had, in the meantime, 
been explored in the Abbottabad, Rawalpindi and Dehra Dun areas, 
each of which possessed some drawbacks, and it was not until late 
in 1946 that temporary quarters were offered and accepted in a detached 
wing of a war hospital at Sialkot. 

But the committee did not consider this scheme to be sufficient 
expression of the gratitude of India to her armed forces. As soon as 
its income from the appeal and from the disposal of the stores showed 
signs of exceeding what was needed to endow the homes, the com- 
mittee considered what should be done for the partially and tempo- 
rarily disabled ex-servicemen and for sick members of the post-war 
forces. Official rehabilitation centres were, it was found, providing 
training in various trades for the temporarily and partially disabled ; 
and the committee supplemented this provision by a large grant to 
m.eet the cost of the tools of the selected trades. Moreover, the medical 
after-care fund, the administration of which had been entrusted to 
the medical committee of the Indian Red Cross Society, was intended 
to meet the cost of the treatment of such personnel in civil hospitals 
and the provision of artificial limbs etc. Hence a decision was taken 
to transfer a quarter share of the committee’s closing balance to 
supplement the resources of the parent bodies — the Indian Red Gross 
Society and St. John Ambulance Association — to deal generally with 
the medical and surgical needs of service and ex-servicemen and 
women ; and to devote another quarter to the continuance of Red 
Cross service both stores and welfare personnel, on a reduced but still 
reasonable scale, in the hospitals for the post-war services. The 
remaining half was reserved for maintaining the homes. 
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In view, however, of the fact that the funds earmarked for these 
objects were considered by the Government of India to be out of 
proportion to the number of beneficiaries likely to be benefitted by 
them and the further fact that the objects of tlie scheme were within 
the scope of the parent bodies, the government sanctioned a modified 
scheme m Apnl 1948 According to this modified scheme, the 
balances of the war organisation were transferred to the parent bodies, 
two-thirds to the Indian Red Cross Society and onc-third to St John 
Ambulance Association, to be held by them as part of their general 
funds and be applied for the purposes for which their funds might 
be applied under their respective constitutions with the proviso that 
25 per cent of the amount so received by them shall be applied for 
their work for service and ex-servicemen and women and for other 
objects consistent with the appeal as necessary 

The committee could only make plans , it could not execute 
them for its days were officially numbered Acting on legal advice, 
therefore, the committee joined with its two parent bodies m promoting 
a scheme for the vesting of its net closing balance in a joint council 
composed of the managing committees of the parent bodies and the 
distribution of these assets in the following ways one half to the 
trustees for the homes, one quarter to the trustees for the maintenance 
of Red Gross service m service hospitals and one quarter to the parent 
bodies to be divided between them, two thirds to the Indian Red Gross 
Society and onc-third to the St John Ambulance Association The 
government sanctioned this scheme by a notification published on 
31 August 1946, under the Ghantable Endowments Act and the 
committee became legally functus qfficta on 30 September 1946, 
when It received legal absolution for the acts and omissions of its 
regime and the joint council became responsible for its liquidation 
and the continuance of such services as t\ie scheme imposed on the 
trustees during the transitional period until the council nominated the 
first boards of trustees and they assumed administrative charge 

The joint council at its meeting on 3 January 1947, nominated 
two boards of trustees identical m personnel for the execution of the 
two objects outlined in the scheme, viz , the constitution and main- 
tenance of the homes, and the maintenance of Red Cross service m 
service hospitals The trustees included five ex-officio trustees viz , 
the C m-C , Chairman, Indian Red Cross Society, Chairman, St John 
Ambulance Association (Indian Council), the DGIMS and the DMS 
The boards met for the first time the next day and accepted adminis- 
trative responsibility from i January 1947, though practical difficulties 
m completing the liquidation of the war organisation necessitated the 
continuance of the joint council for some months longer until the final 
net balance of the war organisation could be determined and certi- 
fied by the counal auditors and distnbuted to the several beneficia- 
nes, including the trustees, m accordance with the scheme 

The funds which these shares brought to their administrators 
approximately were as follows — 

(0 trustees for the homes some Rs 1 ,00,00,000 (including 

the building and equipment grant of 10,000) plus a 
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special gift of Rs. 15,00,000 from the closing balance of tli 
Madras provincial branch for the maintenance of th 
southern home. 

(ii) To the trustees for hospital service Rs. 50,00,000 pin 
Rs. 10,00,000 received as a supplement from the residu 
of the Viceroy’s war purposes fund. 

(In addition sundry donations were received from th 
closing balance of branch joint war committees of whic 
that of the United Provinces, Rs. 2, 00,000 was the larges 
single item • this donation was to be distributed proper 
tionately between the trustees). 

(ill) To the managing committees of the Indian Red Cross Societ 
Rs. 33J lakhs and to the St. John Ambulance Associatio] 
Rs. i6f lakhs. 

Colonel R. N. Khosla, IMS, was selected as the first chie 
executive officer of the trusts and he retired from active service ti 
take up the appointment early in October 1947. Immediately oi 
joining he toured extensively and surveyed the possible sites (temporar 
and permanent) for Red Cross homes. He found the St. Mary’ 
Home fairly suitable for use as a temporary home' for the disabled ii 
the south after extensive renovations and alterations. Accommoda 
tion was available in this home for eighty to a hundred patients. Fo 
the home in the north hospital accommodation offered by the militar 
authorities in a detached wing of the IMH, Sialkot was accepted 
To make the place suitable for accommodating invalids a good dea 
of renovations and repairs had to be undertaken — painting of woot 
work and walls, making proper paths and ramps for use of wheelei 
chairs, suitable modification of the accommodation to provide < 
dining hall, recreation and physiotherapy rooms. Accommodatioi 
had also to be found for lodging the families and out-station visitor 
of invalids. All this work took time. Meanwhile financial detail 
had to be settled, rules of procedure passed by the executive com 
mittee, and budget estimates framed and adopted. In all this essentia 
financial work most valuable guidance and assistance was given b) 
Sri Ganga R. Kaula, honorary treasurer of the trusts. Staff had tc 
be engaged and it was decided to reermt personnel progressively a; 
the volume of work m the homes increased. The policy adopted wa5 
to appoint only ex-servicemen, and from the enormous number of 
demobilised lAMC men very good material was available imme- 
diately. The military authorities of all formations gave unstinted 
help in every possible way in order to make the homes a success and 
to enable them to start functioning without delay. Even then it 
took time. Bangalore home (south) was started on 12 February 
^9473 Mth 17 invalids and Sialkot home (north) on 28 March 19473 
ivith 34 invalids shifted from local hospitals where they had been 
collected in anticipation of the opening of the homes. The first 
estimate of invahds who were likely to be adnutted to the homes was 
stated by the DMS in India to be approximately 300 but when final 
figures were obtained by census in military hospitals, the number 
likely to be transferred from these hospitals, was found to be 122. 
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The following types of cases were admitted to the homes — 

(i) All forms of serious paralysis 

(ii) Seriously disabled eases of T B of the bones or joints 
(ill) Crippling arthritis (crippling diseases of the joints) 

(iv) Serious disablement from loss of limbs 

(v) Serious disablement from nerve or brain injuries but not mental 
cases 

(vi) Any other eases of serious disablement from injury or disease 
which required nursing 

Progress in admission Gradually, from their homes and from 
military hospitals, invalids began arriving for admission to the 
homes On i6 August 1947, the number of invahds on the strength 
of the homes wis 79 at Sialkot and at Bangalore Most of the 
cases were of paraplegia, either bcd-ridden or requiring the use of 
wheeled chairs 

Establishment The establishment scales for the Red Cross 
homes, as first approved m January 1947, are given below These 
were liable to modification in the light of expenence gamed later 

Ongmal scale Original scale 
Category for 100 beds for 50 beds 

Medical superintendent 
Medical ofiicer 
Matron 
Sisters 

Staff nurses including male nurses 
Lady welfare officer 
Physiotherapist 
Quartermaster 
Accountant 
Store keeper 
Clerk 
Dispenser 
Masseurc orderlies 
Nursing orderlies 
Cooks 

Hospital sweepers 
Conservancy sweepers 
Peons 
Ckowkidars 
Malts 

Bhisltes or ward servants 
Motor drivers 
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Budget : It was difficult to forecast the expenditure to any 
degree of exactitude — estimates were only approximate. The first, 
budget for 1947, for the two homes was as follows : — 


Buildings — [addition and alteration) 
Furniture and fittmgs . . 

Equipment 
Salaries 

Compensatory allowances 
Provident fund contributions 
Travelling allowances 
Office contingencies 
Supphes and services 

Total 


Bangalore home 

Sialkot home 1 00 

50 beds. [Eleven 

beds. [Nine 

months) [Amount 

months) [Amount 

in thousands) 

in thousands) 

25 4 

16 7 

II *4 

7 6 

47 0 

47 0 

51-0 

55*0 

14 0 

22 0 

3'5 

4-8 

I ’0 

3 0 

o'8 

0-7 

55 6 

90 7 

209-7 

247 5 


Equipment : Before winding up their stores organisation the 
joint war committee had set aside and stored at Bangalore large 
quantities of stores and equipment required for equipping the homes, 
including linen, ward equipment, amenities stores, recreational stores, 
textiles, etc. Medical and surgical equipment was obtained from 
military medical stores on payment. Furniture was either locally 
made or bought from surplus Military Engineering Service stores. 

Details for running the homes : It was reahsed that the running 
of the homes would be a no easy matter in the beginning as there w^ 
no data obtainable anywhere in the countiy'^ to draw upon. Expen- 
ence gamed in the actual running of the homes would have to be 
utilised in the improvement of their organisation. From the very 
beginning, stress was laid on the folloiving special features : — 

(1) Physiotherapy treatment : Equipment was purchased or obtained 
on loan from military sources. The ex-IAMG masseurs were 
recruited who understood the routine physiotherapy work 
required for the invalids. The medical officer of the home, 
who was specially selected for his surgical experience, was to 
supervise the work. 

(ii) Nursing: By selecting fully trained experienced staff in sufficient 
numbers, most skilful nursing was ensured. The effect of 
this was soon evident m the rapid improvement in the condition 
of the invalids after their admission into the homes. 

(iii) Occupational therapy : Under the lady welfare officer it was 
stipulated that all types of diversional therapy work should be 
taught to the invalids to occupy their time and also to enable 
them to earn some pocket money while in the home. Among 
the various types of handicrafts undertaken in the beginning 
were knitting, leather work, weaving, embroidery and painting. 
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(iv) Issue of amenities There was a free issue of toilet material as 
hair brush, combs, tooth brush, soap, hair oil , writing 
materials ^vere also to be provided It was also arranged 
that patients would get free postage for one letter home 
every fortnight In the case of illiterate patients, the letters 
were to be written by the welfare officer Issue of free 
cigarettes was also allowed 

(v) Entertainments To keep the invalids amused and happy, 
recreation rooms were fully equipped with radios, musical 
instruments, gramophones and indoor games A good 
library of selected books in all the Indian languages together 
with newspapers, periodicals and illustrated magazines was 
established It was also arranged that the invahds should be 
provided with full facilities for the celebration of different 
Indian festivals Motor transport was provided to take the 
patients for outings, to parks, cinemas, sports, tea parties, etc 
Tickets for the cinemas were paid for by the organisation 

(vi) Diet Patients were to be given a well-balanced nounshing 
diet and great stress was laid on the careful planning of the 
menus and proper service of food The scale of diet was 
estimated to cost Rs 2-8 o per invalid per day 

(vii) Educational facilities Teachers ivcre engaged for teaching 
Hindi, Urdu, English and other languages to the invahds 
(vni) Settlement of pension claims As the settlement of pension 
claims and accounts is a very important factor m keeping 
up the morale of the invalids, individual cases were 
vigorously taken up and pursued for early settlement 
(ix) Visitors As the happiness of the invalids depended a good 
deal upon their relatives and friends visiting them regularly, 
visitors were encouraged and arrangements were made for 
free accommodation and feeding of their relatives Funds 
were provided by the Army authorities to meet the travelling 
expenses of the visitors to and from and to their homes 
The mention of the organisation of the homes would not be 
complete without reference to the very keen and lively interest taken 
firstly by Lady Wavcll and then by Lady Mountbatten m the starting 
and equipping of tlicse homes Their help was invaluable in obtaining 
the co-operation of both the military and civil authorities ^ 

MEDICAL AFTER-CARE FUND 

The Viceroy initiated the formation of a fund cnUtIcd ‘ The 
Indian Forces Medical Aftercare Fund’ m December loti, at the 
headquarters of the Indian Red Cross Society to provide medical 
relief and other ameliorative measures for ex servicemen of World 
War II Later on, the benefits of this fund were extended to cx- 
scrviccmcn of ^Vorld \Var I, personnel of Slates Forces who served with 

5C/3A7 
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the Indian forces, INA personnel originally enrolled in the Indian 
forces, and such Indian personnel of the Allied forces as participated 
in World Wars I and II. 


The fund was first started with a donation of Rs. 3,00,000 
made by the Maharaja of Travancore, to which the following amounts 
were subsequently added : — 


Rs. 

10,00,000 . . donated by the Maharaja of Bhavnagar in 

1942. 

25.000 . . from Gwalior war purposes fund. 

40.000 . . . from Alwar state. 

10.000 ... from Khairgarh state. 

1,20,00,000 ... from the Viceroy’s war purposes fund on 

its closing down in 1946. 

The joint war committee of the Indian Red Gross Society and 
St. John Ambulance Association gave a contribution of Rs. 5,000 
for assistance to the women invalided from the services. 


The committee administering the fund consisted of : — 

The DGAFMS. 

The DGHS 

. The Surgeon m Chief, St. John Ambulance Brigade (India). 

The Secretary, Indian Sailors’, Soldiers’ and Airmen’s Board. 

The Honorary Treasurer. 

The Secretary General Indian Red Cross Society (Secretary). 

Grants were generally made to cover the cost of institutional 
treatment, nourishing diet, medical after-care at home, travelling 
expenses to and from hospitals or sanatoria, artificial limbs, wheeled 
chairs, electric hearing aid sets, spectacles, dentures, etc. 

In order that all advantage might be taken of the facilities 
afforded by the fund, in 1942, the DMS in India issued instructions to 
officers commanding military hospitals to report to the Indian Soldiers’ 
Boards cases requiring medical after-care, as these were discharged 
from hospitals, in order that they might be followed up with a view to 
giving them necessary assistance from this fund. Later in i 945 > 
Welfare General in India was requested to advise civil liaison officers 
to contact ex-servicemen and to forward applications for relief through . 
the District Sailors’, Soldiers’ and Airmen’s Boards so that help from 
the fund might be made available to deserving cases without undue 
delay. 

From the inception of the fund, the following amounts were 
spent : — * 


Tear 

Amount spent in rupees 

Mumbei of cases helped 

1942 

240 

— • 

1943 

2,458 

14 

1944 

18,550 

67 

1945 

50,116 

176 

1946 

84,000 

375 

1947 

1,68,084 

834 


•iC/3/io/H(M). 
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A WAR BLINDED SOLDIER WITH ANOTHER WAR BLINDED AND ARMLES 
COMRADE AT ST DUNSTAN’S, DEHRA DUN 


Plate 12 


Al?fENDlX U 


Tlie Care of the War Bluultd Soldiers' m ludu at 
St Duiist Ill’s 

THE BEGINNINGS OF ST DUNSTAN’s 

In Spite of all the vast loss, the destruction of life and material 
things, of cultural values, of happiness and goodwill, war docs just 
occasionally bring forth good fruit, something for the betterment of 
mankind St Dunstan’s born of a need created by the \Yorld War I, 
was, perhaps, one of these good fruits Soon after its outbreak the 
late Sir Arthur Pearson, himself totally blind, was deeply moved by 
the tragedy of hundreds of young men arriving m England, sightless, 
from the far flung battle fields He dctci mined that they should be 
given the best service modern ingenuity could devise Being blind 
himself, he ha3 realistic views as to the form this service should take 
He would not have his men at St Dunstan’s called “ patients ”, 
“ inmates ”, ‘‘ the poor afllicted ” or by any other term which implied 
inferiority or the loss of their manly characteristics Scntimcntahsm 
got no encouragement sympathy — yes, but a practical svmpathv direc- 
ted to one end only, t e , restoring the soldier to as full a life as he had 
enjoyed before the loss of his sight Living in comfortably pensioned 
idleness had no place m Pearson’s conception Idleness, as all blind 
people agree, is the real curse of blindness Sitting m unending 
darkness with nothing to fill the laggard months is unendurable , but 
gi\c a blind man a real job, one which has the virtue of being of 
economic value, one which fills a need in his community, and he is 
the happiest man m the world That was Pearson’s chief aim and 
he saw to it that St Dunstan’s did a complete job of re establishing the 
blinded man He was taught to live normally, not to require waiting 
on , he was taught to take up his old games and hobbies, athletics, 
gymnastics, rowing, swimming, hiking, dancing, music, cards, 
gardening and so on , he was encouraged to play his p irt in local 

' The contributor of this narrative Lieut Colonel Sir Clutha MacKenzie was bom in 
New Zealand m 1895 Sheep and cattle farming was to have been his career but in 19 *4 
he went on Overseas service with the first New Zealand Expeditionary I orce and was blinded 
in action during the Dardanelles operations of the following jear He, however soon 
ttiuraphcd over h» disability Hvs training at St Dunstan 5 m London as one of its first 
trainees took only five imnths He was soon busy again still m the Army as the editor and 
publisher of the New Zealand Expeditionary Force Journal Whm the war ended he 
returned to his own country where he entered parliamentary life and took charge of the re 
settlement of the war blinded men His chief work however soon became the welfare 
of the civilian bund the standard of which was not then up to modern standards During 
IVorld iVar n he was iij India and organised the ht Dunstan s Hostel for Indian war blinded 
and worked as the commandant of the hostel till 1948 He assisted the joint commiKce 
appointed by the central advisory board of health and the central advisory board of educa 
tion m preparing the Rtport on hluidntss in India which was published m 1045 Sir Clutha 
has travelled extensively has studied blind welfare in many lands and has worked both 
OT tim UK. and the USA He receiv ed the Order of Knighthood in 1 93 , for his work for the 
blind and Kaisar 1 Hmd Gold Medal in 1947 for his service m India In 1947 he reported 
on blindness for the Governments of China and Malaga 
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affairs, taking his place on committees, or even to enter political life. 
When the training period was over St. Dunstan’s provided money and 
guidance to set him up in his new occupation and in a house of his 
own. Most of the three thousand men who lost their sight during 
and in consequence of World War I were soon back m harness as 
men of the everyday world. Their occupations ranged over the 
professions, business, agriculture, and handicrafts. They included 
lawyers, university professors, musicians, ministers of religion, research 
chemists, teachers, company managers, journalists, masseurs, tele- 
phone operators, shop-keepers, poultry farmers, market gardeners, 
basket makers, joiners, mat makers, net makers and so on. This was 
the most outstanding work which had ever been done in the rehabilita- 
tion of gravely disabled men. It was a voluntary effort. Common- 
wealth Governments gave their wholehearted approval and co-opera- 
tion, but the money for it was the generous gift of private men and 
women. Most of the staff, too, were voluntary workers. 

Education, training and employment of the bhnd was not new. 
The first school for the blind had, indeed, been founded in Liverpool 
in 1791 ; but throughout the eighteenth century many societies for 
the bhnd had borne the stamp of the poorhouse. They had functioned 
under such titles as ‘Institution for the Indigent Blind ’ and ‘ Asylum 
for the Poor Afflicted Blind ’ . their students and workers were termed 
‘ inmates ’ and denied the freedom enjoyed by ordinary people. Such 
recreations as dancing and card playing were looked upon as shocking. 
Nevertheless, this was a valuable pioneer phase, during which steady 
headway was made, paving the way eventually for the more human 
practical approach of St. Dunstan’s. It is, therefore, not surprising 
that we find the following passage m the League of Nations Report 
on Blindness, 1929 : — 

“ One of the effects of the Great War was to blind a number of 
soldiers and sailois, and the hardship involved in the loss of sight by 
men in the prime of life deeply moved the compassion of people of all 
nations Organisations for providing for the welfare of these blinded 
soldiers and sailors sprang into being in many countries . One ol 
the first and best known of these is St Dunstan’s, London This 

institution has specialised with success in training bhnd ex-sei vicemen 
from all parts of the British Empire in occupations which they can 
carry on in their homes or elsewhere The provision for the welfare ot 
the blind was steadily increasing before the beginning of the Great 
War, but there is reason to think that the sympathy aroused by 
blinded men has had its reaction on the care of the civilian blind and 
has done much to stimulate the developments of recent years ” . 

It is not improbable that the work which St. Dunstan’s carried out in 
India during and after World War II will have similar consequences. 

The beginnings of modern bhnd welfare m^India date 
1887, when the Church Missionary Society founded a school for bhnd 
children in Amritsar. Other mission schools followed, and, later, 
philanthropic societies and the Governments of Indian States added to 
their numbers. These weie gallant efforts, though on the whok the 
public and the government did 'not give the requisite support. Their 
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task m the circumstances was an uphill one In 1943, only 1,212 
out of the vast total of two million blind were served by the existing 
thirty-two societies for the blind 

Sir Arthur Pearson had also tried to extend St Dunstan’s 
services to India in World War I , but the war blinded men of those 
days could not be persuaded to embark upon training Consequently, 
St Dunstan’s had to resort to the only alternative of handing over a 
substantial sum of money to the Indian Soldiers’ Board which, in 
exchange, undertook to pay a sum of Rs 5 per month, additional to 
the war disability pension, to every totally blinded ex-serviceman 

THE INDIAN ST DUNSTAn’s IN WORLD WAR U 

Sir Glutha MacKenzie happened to be on a private visit to 
India when war broke out in September 1939 A few days later 
the Chairman of St Dunstan’s, Sir Ian Fraser, cabled from London, 
asking him to set up a St Dunstan’s Indian committee for the purpose 
of appealing for funds and making preparations for the care of Indian, 
and Gurkha, and Bntish servicemen and women who might lose their 
sight in the course of military operations The then Viceroy, the 
Marquis of Linlithgow, granted Sir Clutha MacKenzie an interview 
m Simla at the end of the month , and an arrangement was arrived 
at under which the Viceroy opened a special St Dunstan’s section 
in his war purposes fund and St Dunstan’s, on its part, undertook 
to make *full and generous provision’ for all blinded men of the Indian 
armed forces and to open a training centre in India as soon as the 
number of blinded men justified it The Viceroy also issued an appeal 
for contributions to the St Dunstan’s section, opening it with a gift 
of a lakh of rupees from his main fund An all-India committee was 
set up under the chairmanship of Sn Ramaswami Mudalnr, who was 
^cceeded m turn by Sir Feroze Khan Noon and Sardar Baldev Singh 
Provincial, state and cantonment committees were also esta- 
blished as part of the St Dunstan’s Indian committee 

preliminary task completed. Sir Clutha left India for sciaicc 
c sewhcrc Luckily the first two years of hostilities yielded few casual- 
i« and only a \ery occasional case of eye injury Towards the middle 
° ^942,^ however, cables from the Government of India and St 
unstan s reached him in New York stating that numbers then 
appeared to make the opening of a training centre in India desirable 
an asking him to return Sir Clutha returned to India at the end of 
Even then, though there were undoubtedly many un- 
emi cases scattered about m the hospitals, the full details of only 
known These, too, unfortunately had been dis- 
rgea to ihcir Milages , and proved extremely resistant to all efforts 
to tempt them to return for training 

1943 » the DMS concentrated a small group of blinded 
them ” IMH Kirkce Sir Clutha burned off to see and talk to 
Next m **^lcncd politely but stolidly to his talk, and said * \o ’ 
orning, however, they sent a message to say that they would like 
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to see him again. They said that they had thought the matter over and 
had decided that there was wisdom in his words. They would, in 
fact, like to try the training and would come to a centre if it could be 
established at Dehra Dun. With the assurance of a nucleus of cases 
to work on. Sir Clutha went there at once. The war was at a 
critical stage and so concentrated was the demand for personnel and 
materials for front hne effort that the assembly of a umt, complete 
with staff, buildings and equipment proved no easy task. This state 
of affairs continued to handicap the organisers for the next two years 
Both the military and' civil authorities, however, helped to the best 
of their ability. Invaluable voluntary help was also given by private 
people and by such excellent organisations as the Women’s Voluntary 
Service. 

The Army handed over to St. Dunstan’s Indian committee three 
bungalows and outbuildings at 54 R'ajpur Road, Dehra Dun, which 
had been used first as quarters for Italian POW officers and then for 
Burma refugees. Although this estate was in no good condition yet 
it was turned into a pleasant home where in July 1943, the first little 
group of 7 men arrived. By the end of the year the number of men 
m training had risen to 27 , to 51 m December, 1944 ; to 105 m 
December 1945 ; and iii m December 1946. By that time 92 had 
left the hostel. Altogether 328 cases were handled. 

The official opening by the Governor of the United Provinces, 
took place in April 1944 By that time the men were already able 
to demonstrate a gratifying degree of proficiency in the range of 
subjects then being taught — Braille, typewriting, recreational music, 
weaving, mat-making and rope-making — as well as in the subjects of 
personal independence, getting about alone, good bearing, etc. 
To meet gi owing demands for space new barracks and workshops were 
added for which the money was generously given by Sri Ganpat 
Prashad. The opening day was, indeed, a great success. 

For a few days the first arrivals shuffled about the place breathing 
scepticism and depression. They plucked at the threads on the small 
nevoar looms with unbelieving fingers. It was at the little concerts 
among themselves in the evening that they began to forget their 
troubles. Food, drinks and cigarettes paved the way for loosening up, 
and then each man in turn was stimulated to chant a song from his 
countryside or to dance a village jig Almost magically their complex 
against the St. Dunstan’s conception vanished ; interest in their work 
grew rapidly and at length a spirit of competition took root. A 
circular path, fitted with a guide rail, led round the grounds. Prizes 
were given for the best efforts at walking naturally and confidently 
round this path, while other prizes for putting the weight, throwing the 
cricket ball, wrestling, and tugs-of-war stimulated enthusiasm for 
physical capacity. 

The entry of British troops into St. Dunstan’s in England is 
voluntary. They, however, know before they are wounded about 
St. Dunstan’s and the great value of its training, so that they go there 
as a matter of course. But it was evident in the initial stages in India 
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that few Indian troops ^\ould enter voluntarily Asked by officers 
commanding hospitals if they would care to go there, they would 
almost invanably say ‘No’ The organisers, therefore, felt that it 
was only fair to the men that they should be given a chance to judge 
properly for themselves whether they would or would not hke St 
Dunstan’s They felt sure that if they could get them to come for 
only a week they would remain GHQimplemented their suggestion 
that all senous eye cases should be transferred to a military hospital 
m Dehra Dun, and that those who were classified as permanently blind 
should go to St Dunstan’s hostel for a period of up to four months, 
just as a soldier might be detailed to any other course The penod 
of four months was fixed in order to allow sufficient margin for men 
to take such home leave as they might be entitled to This worked 
admirably and usually it took only forty-eight hours for a man to 
register in his mind that St Dunstan’s was a good place and that he 
would see his full course through 

In addition to the official steps taken by the services, and 
especially by the DMS to route blinded men to Dehra Dun, St 
Dunstan’s had its own voluntary outposts in Naples, Cairo, Karachi, 
Calcutta, Secunderabad, Bombay and Bangalore, where a number 
of enthusiastic voluntary workers rendered creditable service These 
and many smaller committees, and individual representatives, gave 
yeoman service m the three mam fields of raising money, attending to 
the welfare of blinded men in hospitals and assisting in problems of 
re settlement when the men left St Dunstan’s An excellent scheme 
proposed by Lady Clancy, as president of the Punjab Women’s 
Voluntary Service, consisted of the adoption of blinded soldiers by 
organisations, units and individuals, who would each contribute 
Rs 5,000, which was the estimated cost of a single man’s training, 
re-settlcmcnt and after-care This brought valuable help and, further- 
more, created close personal links between the contributors and the 
men Apart from a number of Indian and British iadics, who gave 
Voluntary aid as instructors, assistants, matrons or organisers of out- 
mgs, the men received splendid service from the cadets at the Indian 
Military Academy, the boys of Doon School and members of the 
Survey of India staff They helped the men with their sports and 
took them for walks They were particularly useful in wnting letters 
for the men to their homes m the various scripts At times the men 
represented as many as eighteen mother tongues and it was essential 
that they should be able to send letters to their homes which their 
families could read 

^V^tll the growth of general rehabilitation services as part of the 
Sovcj'Dment’s assistance to ex servicemen, it was considered reason- 
able that the government should meet such part of the expenses 
as It would normally be meeting m the case of other disabled men 
U Willingly agreed, and the final 'irrinqcmcnt was that the Defence 
ocniccs provided land and buildings, rations, clothing, normal barrack 
stair and equipment, medical services, clcncal assistance, telephone, 
postage and transport, whilst St Dunstin s furmshed the cxccuUvc 
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and instructional staff, matron and welfare officers, equipment, 
amenities, special money allowances for men, and all resettlement and 
after-care costs. This arrangement worked excellently and through- 
out the whole period the happiest relations existed between all the 
services and St. Dunstan’s hostel — an invaluable contribution to- 
wards the success achieved. 

During the first year and a half a number of British soldiers 
arrived for preliminary training until hospital ships were available to 
take them to England or to St. Dunstan’s advanced basein Cape 
Town, from where, the RAF flew them direct to England as soon 
as they were fit to travel. Similarly, towards the end of 1945, a 
section was opened for West African troops. These men proved to 
be quick and interested learners, and two of them made a rapid round 
of most of the crafts in the four months which passed before a hospital 
ship took them home. A Goanese, a Burman Karen, a few Pathans 
and a substantial body of Gurkhas completed the tally of those whose 
homes lay beyond the frontiers of India. India was fully represented 
by men from most of the provinces. 

St. Dunstan’s in England is conducted as a civilain establish- 
ment. A few of the men may be wearing uniform, usually British or 
Dominion troops who may not have been discharged. In India, how- 
ever, as the one form of organised life of which all the war blinded men 
had common knowledge was the military one, St. Dunstan’s was run 
on the lines of an Army unit, which arrangement answered very 
well. 

By the end of 1945, it was obvious that the hostel was outgrowing 
Its original site. Twice temporary barracks and workshops had been 
added but lack of space forbade further expansion. For over a century 
the Governor General’s Body Guard had been using Dehra Dun as its 
summer station. The Body Guard was, however, on war service and 
had not been in Dehra Dun for several years ; so, hearing of St. 
Dunstan’s need for larger quarters, Lord Wavell generously placed 
the lines at the disposal of the war blinded soldiers, rent free. The 
officers and men of the Body Guard, with all the devotion of a unit 
with high traditions, had set the lines about with fine buildings, trees, 
gardens and sports grounds, orchards and cultivated fields, such as 
gladden the hearts of soldiers recruited from farming and fighting 
races They said that no temporary occupants of their home could 
be more welcome than the men who had given their sight in the war. 
It might be thought that beauty and spaciousness are unimportant, 
if not indeed unnecessary, to sightless men ; but this is not so. By 
scent and sound, by the feeling of space, of breezes and sunshine, and 
by the sub-conscious picturing of the world about him, the blind man 
enjoys pleasant surroundings just as much as others do. He needs 
room too for walking and games. The lines suited the purpose 
excellently. The stables were easily converted into ample workshops, 
and loose boxes into convenient small rooms for typewriting, Braille, 
knitting and music class rooms. Married quarters, barracks, clothing 
and ration stores, offices and recreation rooms were exactly what was 
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needed, and it was handy foi the men having their own temple, 
mosque and Gurdwara 

Here, throughout 1946 and the first half of 1947, the maximum 
number of men in training at any one time was 1 14 plus 6 blind staff 
Departures then began to exceed arnvals, and by the end of the year 
it appeared that the training side of the task would finish by the 
middle of 1948 

In Apnl 1947, St Dumtan’s Council in London, feeling that 
in conformity with the spirit of the times the Indian committee might 
like to feel that legally, as well as administratively, it \\as in full and 
independent control of the activities in India, offered it this indepen- 
dent control This committee thanl ed the Council for its proposal 
and, while accepting ownership, expressed the wish that the friendship 
and techmcai advice of the parent body might still remain available 
to it The transfer of ownership took effect on i March 1948 On 
that occasion the Indian committee said that it hoped to continue the 
Dehra Dun centre as a permanent establishment, which might, with 
the assistance of funds raised for the purpose, embark upon much- 
needed service in the field of civilian blindness The Government 
of Nepal agreed that the welfare of the war-blinded Gurkhas should 
remain in the hands of the new independent Indian committee, which 
would of course continue the re settlement and after-care services m 
accordance with the original policy and the conditions under which 
the public had contnbuted The government and representatives 
of voluntary workers in Pakistan asked the council in London to 
continue to embrace Pakistan within St Dunstan's Commonwealth 
organisation, mamtaimng a representative committee in Pakistan to 
administer its share of the funds Indian assets were divided between 
India and Pakistan in the proportion of seventy-four to twenty-six, 
arrived at on the basis of the men’s domicile By this time the 
Pakistanis had left Dehra Dun and the task of the new working com- 
mittee in Lahore was that of completing the re-settlement of the men 
in their homes and the giving of after-care services 

It is worthy of note that the work at Dehra Dun caught the 
interest of the governments and of the fiiends of the blind both inside 
and outside India In 1942, the Government of India asked Sir 
Clutha to undertake a survey of bhndness throughout the whole 
country, to report on the causes, treatment and prevention of bhnd- 
ness and to make recommendations for the training, employment and 
care of the blind A joint committee nominated by the central 
advisory boards of education and health, assisted him in this big task 
and together they submitted their report, which was published by the 
government at the end of 1944 For some time thereafter he was 
helping to implement the recommendations made, until his appointment 
carnc to an end in 1 947 In that year, with the consent of St Dunstan’s 
and me Government of India, he went on special missions to Malaya 
and China to supply those governments with surveys of blindness and 
to submit plans for establishing blind welfare on a wide national basis 
To implement the scheme in Malaya the government appointed a 
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blinded officer of the Indian Army, Major D. R. Bridges, 7th Gurkha 
Rifles, trained at, Dehra Dun, to be director of blind welfare. St. 
Dunstan’s (India) was consulted, too, by governments or societies for 
the blind m Burma, Ceylon and elsewhere. 

The staff at St. Dunstan’s hostel for Indian war blinded m 
1946-47, when the hostel had its maximum number of trainees^ was 
as follows : — 


Commandant Lieut.-Colonel Sir Clutha MacKenzie 

Second-in-command and after-care officer 

I 

Adjutant 

I 

Pensions officer 

I 

Matron 

I 

Quartermaster 

I 

Welfare officer 

1 

Stenographeis 

2 

Clerks 

2 

Workshop manager ... 

I 

Weaving masters 

2 

flatting and rope making section master 

I 

Cane section master 

I 

Music masters 

2 

Braille and typing instructors 

2 

Cooks 

4 

Water carriers 

2 

Peons . . 

2 

Malles 

8 

Sweepers 

10 

In addition to the above the following staff 

was provided by the 

Indian Army • — • 

Jemadar 

I 

Sepoys for general duty 

8 

Nursing orderly 

I 

M.T. drivers 

2 

The following equipment was held duiing i 

946 at St. Dunstan’s 

Hostel : — 

Braille slates 

6 

Braille machines 

6 

Braille writers 

4 

Typewriters 

27 

Talking book machine and records 

7 machines 

39 lecords 

Braille shorthand machine 

I 

Braille mathematical slates 

I 

Handlooms (large and small, shuttle and 

automatic) 

21 

Wrapping machines 

2 

Wool spinning machines 

10 

Rope making machines 

8 

Dunie and mat making equipment 

7 sets 

Basket and chair caning equipment 

12 sets 

Musical instruments 

30 
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Braille library books 

Braille cards 24 

Radio specially constructed for the disabled I 

Artificial limbs 4 

Special typewriter for use by the bhnd and 

handless ^ 

jVewar Addas 20 

Jute rope making ^ 

Gunny making addas i 

Braille watches 05 


STATISTICS OF ST DUNSTAN’s CASES 

The DMS, who was also a member of St Duns tan’s Indian 
committee, gave St Duns tan’s all the help m his power, both in 
arranging for the transfer of serious eye injury cases to one of the 
miUlary hospitals m Dehra Dun, and m posting a qualified ophthal- 
mological surgeon to that hospital with attachment to St Dunstan’s 
The clinical records compiled by the ophthalmologist have unfortu- 
nately been lost The data available is, therefore, not complete 
The following tables give certain analyses of 328 cases* adnutted/not 
admitted in St Dunstan’s hostel, Dehra Dun 


Table I 

Analysis by nationality 



Entered St 
Dunstan’s 

Did not 
enter 

Total 

Indian nationals 

124 

21 

145 

Pakistan nationals 

49 * 

13 

62 

British 

24* 


24 

Gurkhas 

32 

1 

4 

38 

i 

Burman 


African 4 

Struck off roll after regaining sight (Record 

3 

7 

of nationality not available) 

16 

29 

45 

Insufficient information or lost track of 

— 

8 

8 

Total 

250 

78 

328 


Table II 
Causes of Blindness 

Gun shot wound m action 139 

Gun shot ^^^ound during training 6 

Plane crash behind the hues during traimng i 

c* cases include 3 totally blind wound cases of World War I who, having heard 

Of St Dunstan s ashed if they might come 

t«.a “Umbers for India and Pakistan are based on the mens domicile as on x March 
^ number of non Muslims had mo\ cd from Pakistan into India 
and Mmlims from India to Pakistan 

♦ Eight received traimng m Dehra Dun and all entered St Dunstan s in England 
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Nutntional deficiency as POW 5 ... .. . 6 

Accident ... • . • •• . 3 

Methyl alcohol poisoning ... ... . 4 

Hysteria . ••• ..7 

Diseases of the eye (total blindness) ... 50 

Diseases of the eye (partial blindness) . . 22 

Causes not known . . 55 

Struck off for recovery of sight (excluding hysterical cases) 45 

Total . . - 338 


Much of the blindness from ordinary diseases of the eye occurred 
among camp followers. In many of these cases the diseases must 
have been contracted, or already in an advanced state, prior to the 
man’s enlistment. 

The chief among these medical causes appear to have been 
trachoma with conjunctival complications, syphillis and small-pox. 

Details of the weapons which caused blindness were among the 
lost records. It appeared, however, that the explosion of hand 
grenades took the greatest toll, while mortar shells, land mines and 
booby traps were about equal as the next chief causes. Bullet wounds 
seem to have taken a far lower proportion of sight than in World 
War I. 


Table III 


Double Disability Cases^ 


Totally blind plus 

Double arm amputation . . ... 4 

Single arm amputation . 4 

Loss of fingers on other hand i 

Severe injuries to one or both hands . . 4 

Loss of four fingers on one hand ... .. . 2 

One leg amputation plus loss of fingers on one hand . . i 
One leg amputation ... . . . . i 

Severe cranial injury affecting mental balance of ability to 

learn or causing chronic headaches, epilepsy or paralysis 1 7 

80 per cent, loss of sight plus 

One arm amputation . . i 

One arm amputation plus loss of left hearing i 

One leg amputation ... i 


It cannot be stated for certain that 338 cases represented the full 
figure of those involved in serious loss of vision in the area covered by 
the activities of St. Dunstan’s in India. There may be others, who, 
in spite of all the care taken by the Army, the medical services and 
the pensions administration, were never reported. Again, if the 

5 A considerable number of POW had their central vision affected, some to such an 
extent that, had their peace-time vocations involved reading and writing or other work 
requiring fine sight, they would have needed St Dunstan’s services, being mainly illiterate 
cultivators or labourers, however, their post-war economic situation was unaffected 

6 This table embraces only the more severe secondary disabilities, i e , those which 
imposed an additional handicap to a man’s economic and physical adjustment 
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cxpencnce of St Dunstan’s m Britain after the World War I may 
be taken as a guide, many new eases of blindness ansing from wounds, 
disease or exposure between 1939 and 1945, will occur for many years 
to come 


training 

The following were the aims of the training course — 

(1) to restore a man’s confidence in himself, to enable him to 
continue to look on himself as a normal, vigourous man, 
ready to play his full part in fimily and community affairs, 
and to be his own master , 

(ii) to encourage him to get about alone, to look after his 
clothes, to cat, talk and generally conduct himself as a 
normal man , 

(in) to tram him to use the ordinary typewnter and to read 
and wnte Braille, both in English and in his mother 
tongue , 

(iv) to teach men of a good standard of education and intelli- 
gence something of administration and to test them out m 
positions of authority with a view to their being started m 
business or being given posts m the furtherance of bUnd 
welfare throughout India , 

(v) to tram those of lesser q^ualifications m a handicraft, some 
village industry, suitable to each man’s home environment 
and personal wishes , 

(vi) to encourage the men to take an interest m recreations, such 
as mus^ card playing, knitting and physical fitness 

Concurrently with the penod of training, each man’s individual 
position was gone into His eye condition was checked to see whether 
any improvement m sight, visual comfort or appearance could be 
affected His other wounds, if any, and any physical defects were 
treated, and convalescent diet given Records, leave, pay, allowances, 
kit and pensions were all dealt with to bring them up to date and to 
secure all that was due Home conditions were investigated to settle 
disputes over land, cattle, crops, family, mortgages, loans and so on 
Negotiations were begun for resettlement, the building and repair of 
houses, the marriage of the single men, etc , in preparation for the day 
when the man would go home 

Accommodation was available at St Dunstan’s for a number 
of the men’s famdies, and latterly about 35 of them had famiUcs with 
them 

Upon a new man’s arrival at St Dunstan’s the commanding 
officer took an immediate step which, though very simple, bad a great 
influence on his speedy adaptation The officer commanding saw 
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him at once, made him feel welcome and gave him an initial en- 
couraging talk. Then he sent for a capable blinded soldier, who had 
been in traimng for two or" three months, preferably a man from the 
same part of the country or from the same regiment. The officer 
commanding asked the old hand to help the new man for his first few 
days, to show him his way round, to tell him all about St. Dunstan’s, 
in short to start him on his way and to show him what a trained blinded 
soldier could do. The new man learnt from the old as he would learn 
from no one else. Example is convincing. The old hand, on his 
part, warmed with pride at being entrusted with the responsibility of 
taking a new man under his wing, would put his best foot forward. 
The new man came at once under the cheerful influence of all his 
companions. About him were plenty of blinded men like himself, 
all busy and happy, and before he knew it, he had accepted blindness 
and had turned his thoughts to his work. 

St. Dunstan’s observed a seven-hour working day, four on 
Saturdays, though shorter hours were kept by convalescent men. With 
interruptions for war leave, official holidays, additional hospital treat- 
ment and daily emergencies, this was by no means too long a day. 
The average man spent about three hours daily throughout the week 
on Braille, music, typewriting, English, general knowledge and knitting, 
and about four hours a day on his main trade — ^\veaving, spinning, 
rope-making, mat-making, netting, or basketry. Many of the men 
learnt two of the major trades, while some, those who hoped to take 
up positions associated with the welfare of the civilian blind, learnt 
something of them all. 

The instructors in music, Braille and typewriting were all blind, 
and, as time went on, the assistant instructors in the main trades were 
selected from among the blinded soldiers. 

The instruction of the blind presents no great difficulty provided 
that the instructor is a master of his trade and has imagination and 
personality. The trades taught must of necessity be ones which come 
within the compass of the senses of touch and sound. The teacher, 
whether he be sighted or blind, must remember that he cannot teach 
his pupil by waving his hands about and pointing at this and that, 
but must place his hands upon the pupil’s, showing him by touch 
every movement in each separate operation. Though the blind 
worker cannot see he can often offset this disadvantage ; for example, 
he weaves coloured patterns by keeping his materials in separate 
compartments and by counting the strands of each colour he introduces. 

The fixing of a precise training period presented a problem. 
In the early stages, while the men were still suspicious of St. Dunsfan s, 
they showed a reluctance to come unless they were promised categori- 
cally that they would be free to return to their homes at the end of a 
set period. So many variants were present, both in the men’s indivi- 
dual fitness and capacity and in the time occupied by different 
subjects, that no specific period could possibly suit all cases, but to 
meet the situation a period of eighteen months was fixed. Usually 
SIX of these months were taken up by leaves and further hospitalisation. 
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leaving but twelve ttaining months time went on^ however, the 
men forgot about the set period and were content to ^tay until they had 
mastered all they wished to learn-~m fact, some eventually wanted to 
remain on for many years It might be said that eighteen actual 
training months were sufficient for the normal fit man to complete 
his training 

For the full success of the blind m occupations, not only do they 
themselves have to be thoroughly trained, but the general public 
among whom they live must also be educated by newspapers, cinema 
films in the schools and by the blind workers’ own achievements, to 
be CO operative and helpful towards them Unhappily this education 
of the general public^a lengthy process m the western world — 
has not yet penetrated into the villages , and it was felt at St Dunstan’s 
that the weaker men would find it an uphill task to hold their own 
against the discouragements of the village, the difficulties of securing 
raw materials and of finding markets It was felt that at this stage of 
blind welfare it would better guarantee the blinded men’s seevnty and 
piactical employment were they to remain on with their families in 
a St Dunstan’s model colony containing a workshop for the men’s 
employment, quarters, land for cattle and vegetables, school for the 
children, dispensary and so on Twice, over periods of several days, 
this plan was put to them and they were asked fully to consider its 
pros and cons, but on both occasions they voted against it, almost 
unanimously Towards the end of the training m 1948, some of the 
men said they regretted their earlier decisions and hoped that the 
colony scheme could be re-mtroduced By that time, however, the 
money, which had been offered for the purpose by the Viceroy and 
the Governor of the United Provinces, had been diverted for other 
groups of e\ servicemen 

Remaining as an employee in a permanent workshop calls for 
a different type of training from that required for village industries 
For the latter the man has to be trained to do every operation m his 
special trade , in the former, he needs only to learn one, two or three 
operations He can concentrate entirely on these and can reach a 
high speed and efficiency The management can plan the manufac- 
ture of far more varied and attractive articles for which a ready market 
can be had in a centre of population A colony scheme his the advan- 
tage, too, that satisfactory niches can be found for the double — dis- 
ability men, for whom there is no really practical outlet in the village 

These heavily handicapped men naturally presented the most 
difficult problems Two Muslims and one Sikh, in addition to being 
totally blind, had lost both arms None of the aruficial limbs pro- 
curable in India was of any service , and many months had to elapse 
before the British Ministry of Pensions could send its highly specialised 
fittings, designed for double armed amputees These were modelled 
froin plater casts of the men’s stumps which were made and sent to 
Lngland by air During this time of ivaiting it was no easy matter 
to keep these men occupied, and they passed through phases of deep 
dejection and, m one case, hysteria The change which came over 
them once their prosthetic appliances arrived was remarkable 
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To enable these men to attend to their own daily needs a number 
of accessories were planned ; heavy deep metal dishes in which a man 
could move about his spoon almost freely without fear of tipping 
food over the side or moving the dish about the table ; showers and 
taps in their bathrooms with lever handles the armless man could 
turn on and off with his stump ; a tall pillar wrapped round wih a 
large towel so that he might dry himself by rubbing against it ; a 
special lavatory pan on which he sat for cleansing purposes, there 
being a long lever, which could be operated with his stump and which 
controlled a fairly vigorous water jet on his rear. Walking sticks were 
designed to help these men to move confidently alone and also a 
wireless set which could be worked either by foot or by their stump. 
It was found that these men could make almost no headivay with 
their training so long as each one had a full-time sighted attendant. 
One had to be a little cruel in order to be kind and to reduce the 
number of the attendants. Once, however, they had tasted the 
pleasures of regained independence, their progress was rapid, . 

One of them, an illiterate labourer before his enlistment, was 
turned into a peon about the place, a necessary post, in which the 
sense of being useful made him one of the most cheerful men at St, 
Dunstan’s, He could manage feeding, dressing and everything, with 
the assistance of an orderly only once a day. Among his other 
accomplishments were playing the harmonium with his stumps and 
dancing village dances. 

Another case, blinded and maimed at the age of seventeen, 
was particularly keen to make a success of his life. He achieved the 
same measure of independence as the previous case, but m addition 
he learnt English and, in spite of the lack of arms, typewriting, using 
the special St, Dunstan’s typewriter. On his right arm, which had 
been amputated at the wnst, he wore a gauntlet into which fitted a 
light metal typing hammer. The typewriter keyboard was covered 
by a metal frame, divided into bays. By counting slots m each bay, 
he dropped his hammer into holes cut over each key. By practice his 
action grew quick and automatic, and his speed reached twelve words 
a minute. It was originally planned that he should be a publicity 
officer m any scheme for the advancement of the welfare of the civilian 
blind. 

Other types of double-disability cases presented a variety of 
problems ; for example, men who had suffered the loss of one arm 
plus the loss of fingers on the other hand. There were quite a number 
who had suffered severe cranial injuries, leading to headaches, loss 
of co-ordination, partial paralysis or mental unbalance. Some had 
partially lost their hearing, a heavy handicap to a blind man. 

Almost all these severely wounded men made a gallant fight 
to overcome their difficulties, Havildar Kuttan Pillai was typical. 
He arrived at St, Dunstan’s blinded, his left hearing destroyed, his 
ear discharging and his left arm amputated. He was so depressed 
that it- was with difficulty that he could be persuaded to speak or eat. 
Luckily a fellow Malayalee, who had arrived a fortmght earlier, was 
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already conquenng his blindness and well on the way with his training 
He managed to interest Kuttan Pillai, who soon mastered typing 
with one hand He recovered a little sight under treatment, and 
thereafter took on NCO duties He found bv his own experiments 
that he could use the spinning- wheel, liolding and controlling the 
flow of raw wool with Ins stump He was trained in business methods 
and was successfully set up in a shop m Trivandrum 

Another ease, Lakadc, had lost a number of bits and pieces all 
over him — both eyes, several fingers from both hands, his right leg 
and a kidney Though he suficred a lot and his temper wore thm 
at times, this gallant little man learnt to weave cloth, to make newer j 
to knit, to play tlic harmonium, to typewrite and to read Braille — also 
to get about remarkably well by himself 

Such eases as these arc an ample demonstration of the spirit 
and determination of very severely disabled Indians, once the way 
IS opened to them It was, of course, a greit pleasure to serve such 
men They responded so magnificicntly and made all the effort well 
worth while 

A man’s loss of sight is a mailer which involves, not only 
himself, but his wife and children and Ins future domestic 
relationships The family can contnbutc a great deal to his success, 
both by their attitude of mind and m giving practical help m any 
special difiiculty, for example, m assisting him to set up the warp on 
his loom Luckily sufficient quarters to accommodate the families 
of most of the men who wished to have their wives and children with 
them were available In due course a welfare officer was added to 
the staff to deal with the many detailed tasks the family side involved 
She saw to hygiene, clothing, skin disease, pre natal care, baby 
welfare, special treatment and diets for under nourished children, 
schooling and a thousand other matters She held regular classes for 
the instruction of motliers in sewing, knitting and hygiene and gave 
cheerful parties and gifts on special occasions 

The sports m which the men took part included tug-of war, 
putting the weight, throwing the cncket-ball, long jump, hop step- 
and jump, cock fighting and wrestling A number of competitions, 
particularly applicable to the blind, were arranged — blind man’s 
buff, treasure hunt, straight walking competitions, musical competi- 
tions and so forth 


“ A DAY AT ST DCJNSTAV’s ” 

A record of one day m the life of an average trainee at St 
Dunstan’s was as follows — * 

Hours 

07 00 Wash and dress Make bed 

07 30 Early morning tea and chapatti 

08 00 Attend dispensary if in need of treatment 

08 45 Fall in for first parade of the day and inspection 

09 00 Start work m trade In this case weaving of woollen clotl 

on hand loom 
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Hours 

10.00 Attend Braille Class. (English and Hindi Braille). 

1 1 .00 Return to workshop for further work on trade. 

12.00 Break off for mid-day meal. 

13.00 Lecture in workshop on the theoretical side of the trades 
being taught. 

13.30 Work in trade. 

14 00 Typing class. 

15.00 Tea break. 

15.15 Work on trade. 

16.00 Finish work for the day 

16 00 to Take exercise by walking round the grounds or play 

18.00 cards or listen to the radio in the lecieation room. 

18 00 Evening meal. 

18.00 to Listen to the radio in recreation room or any other form 
21 00 o( recreation which he feels like. 

2 1 00 Light out. 


Married men drew rations once a week between 13.00 hours 
and 14.00 hours. They also spent most of their spare time in their own 
homes except for coming to listen to the news in the recreation room. 

Occasionally the bands from the various regimental centres 
in Dehra Dun came to give musical concerts for the blind men. These 
concerts took place from 16.00 hours to 17.00 hours. 

Once a week, on Saturdays, men were allowed to go to the 
bazaar for private shopping. They went m parties accompanied by 
a sighted orderly. 

It is difficult to assess the average output of finished goods by 
trainees They worked on different trades. Sometimes a man would 
learn more than one trade. Some after working for a short time 
on a trade were found to be unsuitable for it and were consequently 
transferred to another trade. There were still others who, owing to 
their physical handicaps in addition to their blindness, could not 
learn any trade as such. The restoration of their morale was the mam 
objective in such cases. A rough idea of productions, however, may 
be gained from the following output of the best of the trainees. 


Woollen shawl 
Woollen blanket 
Woollen scarves 
Newar 

Honey-combed towels 3o"X50 

Dusters 

Chair caning 

The finished goods, 
manager and store-keeper 


after having 
as fit for sale. 


One in one and a half days. 
One m one and a half days. 
Three in one day. 

27 feet in one day 
Two to three in one day. 
Three in one day 
One in one dav. 

been passed by workshop 
were passed to the finished 


goods store. It will be interesting to note that the value of finished 
goods sold during the first half of the financial year 1948-49, was 
Rs. 2,741. 


On over-all working of the trades the cost of raw materials was 
covered by the sale of finished goods. The trainee was not paid 
for the work done as such He was, however, given Rs. 8 per 
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month as pocket money Later a system ^v ts introduced whereby 
the amount of money a trainee earned from the goods produced by 
him ISIS credited to his account at the end of each month The sum 
of Rs 8 paid as pocket money, was deducted from this amount 
Trainees under tins scheme earned up to Rs 25 per month This 
amount really was labour charges It Avas estimated that if men 
were to work m their \ilhgcs and take all the profits they could, m 
the case of the weaving of woollen goods, earn up to Rs 200 per 
month and m the ease of the weaving of other material, about Rs 60 
per month 

It may be added that emphasis was laid not so much on per- 
suading trainees to pay their way while in the St Dunstan’s hostel 
as on raising their morale ind making them into sclf-rcspcciing and 
self reliant citi2cns able to earn their Inhhood after leaving the hostel 

VDVPTATIOV OF DISABIUTY — MENTAI REACTION 

\ man’s reaction to blindness depends upon a number ol factors, 
but far and away the chief one 1$ die attitude towards it of the people 
around him and the atmosphere m which he finds himself m the 
early days of his blindness If his relatives and friends lavish doleful 
sympathy upon him, taking it for granted that he must spend the 
rest of his days in helpless idleness and scarcely crediting him with 
being mentally normal, he will naturally become profoundly depressed 
His customary humour will evaporate , he will become silent and 
melancholy and will accept the role of a man whose active part m 
life IS over His family will discourage him from attempting to work 
at the occasional simple tasks which might help to fill the dark hours, 
so that he will never have the chance to discover the latent capacities 
which he still possesses Shoulders bent, feet shufiiing and voice 
quavering, he will soon be the traditional blind man, old before Ins 
time Given a new hope at the outset, a real prospect of a fresh, 
full and interesting life, he will be a very different person, who may 
go through scarcely a day of depression In nine cases out of ten, 
It IS the early external influences which determine Ins reaction 

The next most weighty factor is the financial position in which 
the newly blinded man finds himself While he may not be depressed 
in himself by his blindness as such, his state of mind will be profoundly 
influenced by whether he is or is not any longer able to feed and clothe 
his wife and children Sometimes at St Dunstan’s, for example, a 
man would suddenly lo e all interest in his work if word came that 
a medical board had ruled that his loss of sight was not attributable 
to war service, and that, therefore, he would not be eligible for a 
pension 

A shock, too, to new hopes once these have been aroused, may 
plimgc a man into profound melancholy One such case was that of 
a Pathan who, coming direct to St Dunstan’s from hospital, made 
excellent and happy headway Then he went off to the Tribal 
terntory on earned war leave, only to return with all the starch gone 
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out of him. His people, he said, had declared that he was much 
mistaken, if he was planning to drag down the status of the family 
by embarking on such tasks as weaving, spinning, knitting or basket 
making Never had they, as proud tribesmen, ever stooped to such 
contemptible trades , and they would thrust him from the house and 
from the village if he attempted any such thing. His interest never 
revived and eventually he had to be sent home as untrainable. 

A number of tlie men had been discharged to their villages 
before a notification of their cases reached St. Dunstan’s, or sometimes 
they had suffered long periods of loneliness as the only blind man in 
a ward of sighted men. 

The men who were recovered from their villages responded more 
slowly than those who came direct from hospital, and sometimes not 
at all Indeed, about 30 men, sent home by their units, refused 
repeated invitations to come to Dehra Dun for training in spite of 
the rewards offered to the successful trainee, 

A Burman, blinded m the early stages of the Japanese invasion 
of Burma, spent 21 lonely months sitting m his total darkness amid 
people who could not speak his language. Gut off from his home 
and people, he had reached such a state of depression by the time he 
entered St Dunstan’s that it was no easy task to rouse him For 
several weeks he sought only to he in bed, sobbing quietly and, if 
pressed to talk, replied monotonously, “ I only want to die. If I 
can’t have my eyes back, I only want to die ” It was a blinded 
British officer who struck the first spark of interest This officer, who 
belonged to a Burmese regiment, had lost both arms He said to the 
young Burman, “ Saw Jacky, you must have my Braille watch as a 
gift from me You will be able to tell the time by it You are luckier 
than I am, you know, for you have hands with which to feel ” He 
turned into a good trainee, learning Braille, typewriting, weaving, 
netting, village basket-making and the harmonium ; and returned 
happily to his home m Burma when the war was over. 

There was the occasional man, too, whose attitude towards 
blindness was coloured by his religious belief that blindness was a 
punishment, but, broadly speaking, the reaction of Indian troops to 
blindness appeared to be very similar to that of British troops, or 
perhaps one ought to say of British troops m World War I when 
knowledge of the capacities of the blind was not nearly so widespread 
as It IS to-day. In this last war almost -every British soldier before 
going on service knew of St. Dunstan’s and knew what blind people 
could do. If he found himself blinded, he already had the calming 
thought that a gateway stood open to renewed life and vigorous 
interests. Every effort was made to spread knowledge concerning 
St. Dunstan’s throughout the Indian services , and in this St. Dunstan’s 
was generously helped by the press, the military journals, the cinema 
and by Army orders. 

To sum up, provided that the newly blind man is given new 
hope at an early stage, that he is kept free of the old-fashioned de- 
pressing influences, that he is started on his training as soon as he is 
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physically fit enough and that he is freed from financial anxiety, he 
need not, and seldom does, go through a period of depression or 
shock Under these favourable circumstances many men do in fact 
adapt themselves psychologically to blindness with no noticeable 
mental cnsis and little physical clumsiness 

PHYSICAL ADAPTATION 

physical adaptation vanes considerably with such factors as 
age, secondary disabilities, intelligence and treatment Youth and 
physical fitness, courage and enterprise are great aids to the adapta- 
tion of the senses to give greater service under the changed circums- 
tances A man develops, for example, the senses of hearing, onenta- 
tion, and of the presence of obstacles (said to be a natural human 
radar sense), the feeling of the ground under hi-i feet, the power to 
deduce many details of the world around him from the touch of the 
breeze, sun and shadow, warmth and cold, humidity of the air and 
smell These developments come naturally to the man who moves 
alone, who stnves to regain personal independence, but slowly to the 
timorous soul who hates to move without a sighted attendant 

Advancing years, ill health, lethargic temperament, nervous- 
ness and secondary disabilities, most of all deafness, hinder re-adjust- 
ment Here, too, it is the early influences m his new world which 
play an all important part 

As previously mentioned, St Dunstan’s, both with its own 
staff and in conjunction with military hospitals, took all possible steps 
to remedy the man’s physical defects Beyond this, however, his 
return to normal physical fitness was inextricably bound up with his 
recovery of mental fitness, happiness and confidence His mental 
and physical recuperation under modern treatment amount almost 
to one and the same thing 

CONSTITUTION AND FINANCE 

St Dunstan’s work in India was officially administered by 
St Dunstan’s all-India committee for the war-blindcd, representing 
St Dunstan’s council in London It wis formed soon after the 
Viceroy, the Marquis of Linlithgow, offered in 1939 to set up a St 
Dunslan’s section of his war purposes fund It was composed about 
equally of representatives of the various branches of the government 
and the armed services associated with the blinded man s welfare and 
of representatives of the voluntary contnbutors Sri Ramaswami 
Mudahar, Sir Firoz Khan Noon and Sardar Baldcv Smgh were its 
Recessive chairmen, all of whom took a keen personal interest in St 
uunstan’s development Gradually the voluntary share in control 
diminished, and passed instead to departmental officers, this was not 
a sound development The St Dunstan’s type of service depends 
for Its success on the direct interest of the general public 
and their participation m administration Government can and 
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should co-operatCj but for the valuable human side to flourish, control 
of administration should not be entirely in official hands. This is an 
important principle in all services of this nature. 

At DehraJDun St. Dunstan’s was assisted by a particularly useful 
working committee, composed of responsible Indians and British, 
experienced m business, banking, land and village affairs, industrial 
service and Gurkha matters These members soon came to know the 
men and the work, and were of the utmost assistance in advising the 
management, 

St. Dunstan’s section of the Viceroy’s fund was opened m 
November 1939, with a contribution of one lakh of rupees from the 
Viceroy’s mam war fund, and grew steadily as generous donations 
flowed in from all parts of India, from the princes, the commercial 
communities, tea planters, sports associations and private indivi- 
duals. The appeal at that time was for aid for the war-blinded men 
of the Empire, St. Dunstan’s contracting to meet expenses in India 
from the general Empire fund. Immediately, St. Dunstan’s opened 
a training centre in Dehra Dun many contributors quite naturally 
earmarked their payments for expenditure m India. Accordingly a 
special Indian account was opened. Contributions now came in- 
creasingly from provincial war funds, staff war funds, women’s war 
services and military units No part of India was more generous 
than another, and gifts were received also from Australia, Burma, 
Canada, Ceylon, East Africa, Iraq, Malaya, Middle East, Nepal, 
the U.K. and the U.S.A. 

Receipts from the opening of the fund m 1939, until 29 February 
1948, amounted to approximately Rs. 33,00,000, comprising approxi- 
mately Rs. 15,00,000 for the Empire fund and Rs 18,00,000 earmarked 
for or transferred to the Indian fund. The total value of investments, 
equipment and other assets m the hands of the Indian committee on 
29 February 1948, stood at Rs. 13,31,885. This sum was divided on 
the partition of India between the Indian committee and a new 
Pakistan committee, Rs 9,85,595 to the former and Rs. 3,465290 to 
the latter 


CONCLUSION 

At one point, as has been recorded, the committee felt that the 
prospects of success were so slender that it almost decided against the 
setting up of a training centre. Contrasted with those days of doubt, 
success when it came was all the more stimulating The following 
example quoted by the commandant of the St. Dunstan’s hostel for 
Indian war-blinded very well illustrates the measure of the success 
achieved at Dehra Dun 


7 The contribution of the Army towards St Dunstan’s hostel included accommodation, 
rations, clothing, transport, payment of certain members of the civilian staff and the provi- 
sion of a number of signted Army personnel as orderhes The cash value of the above is 
estimated to be about Rs 81,000 
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** I shall never forget the sense of achievement and deep reward 
which the return of our first trainee to St Dunstan’s gave us I had 
come across him first in the ward of a military hospital m Karachi 
early m 1943, a tall handsome Dogra — at least he had been Now he 
was crumpled, wretched Deep sobs shook his wilted frame as I 
talked As I tned to encourage him by opening before him a new 
life, he held out for my inspection a gashed forearm and fingers rigidly 
bent He thanked me, but in a broken voice insisted that we could 
do nothing for him and that he must accept his fate Nevertheless, 
with his wife and two children he came He turned out to be intelli- 
gent and quick He rallied at once , and with massage and use his 
wounded arm and hand regained strength and pliability 

Now a year after his return home he was back to see us This 
was his story 

" I am very busy and very happy The fine house, you gave 
me is finished ^Vlth my rope machine I make all the rope for the 
farmers round about They bring me the fibre and I spin it I make 
newdr for the charpoys I type the letters for the village, either m 
English or m Roman Urdu, and charge eight annas 1 letter The 
village people gather much about my house They see the different 
things I do, and so I get more and more work Now I have come to 
ask a favour of your honour A fine stream flows past my house If 
you would lend me the money with which to build a grinding mill 
upon It, It would ^ve me still more work and even greater prosperity, 
and I should be very grateful 

“ He was upstanding, strong, confident — no trace of that un- 
happy hospital patient of three years before Of course, he has his 
mill , and may the grinding of its stones and the splash of water be 
music to Its owner for many happy years 
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The Queen JVlarj’s Technical School for Disabled 

Indian Soldiers' 


(A Vocational Rehabilitation Centre) 

The school was founded by Lady Willingdon, the wife of the 
then Governor of Bombay, on 1 6 May igry, during World War I, 
with the object of helping invalids from the Defence forces to learn 
some trade and thus earn an independent living and also supplement 
their pensions. King George V and Queen Mary gave their patronage 
to the school and permitted the school to be named after Queen 
Mary. It started its career in Bombay and was transferred to 
temporary huts in Kirkee in 1922, and finally housed there in its own 
permanent buildings, costing nearly two and a half lakhs of rupees, 
in January 1931. 

The school is a charitable institution, its total assets amounting 
to more than twenty-one lakhs of rupees having been contributed by 
donations from the public, war relief funds, other charitable funds 
and the armed forces post-war reconstruction funds. The affairs of 
the school are managed as a limited liability company by a board of 
directors of which the sub-area commander, Poona, is the chairman. 

The permanent staff of the school in early 1948, was as follows: — 


Superintendent . .. i 

Instructors . • ^3 

Clerical establishment 7 

Administrative staff . 3 

Inferior staff ^8 


Total 42 


Out of this total fifteen, including the superintendent, were retren- 
ched in the middle of 1948, with a view to averting a financial break- 
down. Colonel B. Basu, IMS (retired) was then appointed honorary 
superintendent and secretary. Colonel Basu worked in an honorary 
capacity for thirteen months after which, on receipt of substantial 
assistance from the armed forces reconstruction fund, he was granted 
a salary. 

There is accommodation for 100 trainees at a time at the school. 
Prior to 1948 a certain number of students’ families were also accom- 
modated m the school and given free rations. This practice was 
discontinued on grounds of economy. The students come from all 
parts of India. Except for a couple of years after World War II this 
has been the only institution of its kind in the whole of India. 

The average strength of students in the school was quite satis- 
factory up to the middle of 1940. The number of trainees thereafter 

» C/ 2 / 46 /H(M), L/ 5 / 28 /H(M) 
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fell off, presumably due to the fact that some of the less disabled soldiers 
were recruited in the Army for garrison duties On the cessation of 
hostilities the average number of admissions in the school again rose 
to 97 (1945/46) In 1946, however, disabled soldiers from the school 
were transferred to vanous SCRGs attached to military hospitals 
The SCRGs were later closed but the Ministry of Labour, Government 
of India, admitted a certain number of disabled soldiers to their 
vanous training centres till the middle of 1 948 Since then the number 
of students has steadily increased and by 1950 the average had gone 
up to over 90 This was due to the great interest in the school shown 
by the heads of all service formations Special efforts were made to see 
that each passed out trainee is suitably provided for after he leaves 
the school In addition an Indian Red Cross contribution of Rs 200 
per trainee has been available through the Ministry of Labour for 
helping them to start a trade 

The following table shows the subjects taught and the number 
of successful trainees from the inception of the school till the end of 
June 1949 — 



Period of 

Tear of 

Tear of 

jVamber 

Sulfject 

training 

opening 

closing 

granted 


months 



diplomas 

Oil engine driving 

6 

>917 


882 

Motor car driving 

6 

I9«7 

1945 

1,104 

Tailoring 

8 

19*7 


297 

Hosiery kmtting 

8 

»9t7 


228 

Hand and power loom vv caving 12 

1923 


151 

Electricity 

18 

*938 


76 

Carpentry 

12 

1945 

>947 

3 


2,741 


Training is given free While under training the students get 
free cooked food, accommodation, clothing and railway journey 
expenses from and to their homes They also receive in addition to 
their pensions pocket money of Rs 12 per month as well as wages 
for saleable work The running expenses of the school amount to 
nearly one lakh of rupees per year 

The products of the vanous departments like weaving, tailoring 
and hosiery are popular Successful students from the electricity sec- 
tion have no difficulty in finding suitable employment Oil engine 
dnvers arc in great demand now for irrigation pumps and some of 
them with a short course of further training have become excellent 
tractor dnvers A number of trainees, on passing their diploma 
examination, have been engaged m the tailonng, hosiery and weaving 
sections of the school They are paid on the basis of the amount of 
work done A minimum wage of Rs 30 per month, however, 
IS guaranteed This inculcates the idea of self-help, gives ffiem much 
needed practice and speed under guidance and enables them to leave 
the school with confidence in their future 
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In addition to the training, attention is also given to the psychoT 
logical rehabilitation of the inmates. Instead of looking upon the 
institution merely as an asylum for hard times and exhibiting a de- 
featist helpless attitude, always complaining and expecting help and 
sympathy, a new spirit of self-help gradually develops and the inmates 
are able to take an interest in activities even outside their class rooms. 
Various indoor and outdoor games and recreational facilities help to 
keep up their morale. 

The symbol of the school is that of a tree which has been saved 
by a prop after having one of its mam branches broken down and 
the others partly broken. Such a tree inspires the ideal of service 
in spite of disability and this is expressed in simple Sanskrit 
PI PRABARDHE AHAM (THOUGH HURT I GROW) ' The 
motto IS placed on a mauve background — this particular colour being 
that of the school. 

The flag of the school is tricolour, navy blue for Navy, red for 
the Army and light blue for the Air Force, indicating the three services 
from winch the invalids come to the institution. 

The school has existed for thirty-rhree years. Nearly three 
thousand men of the flghting services who, in serving their country, 
have sacriflced their health or their hmbs have been helped in the 
process of social re-integration here. The institution is of national 
importance as the after-care of the war-cripple must be a national 
responsibility. 

Syllabi of the various subjects taught at the school are as 
follows • — 


THEORY AND PRACTICE 


Hosiery Knitting 

Lessons 


Period-Weeks 


Different types of knots 

Winding of different types of yarn 

Heel and toe joimng 

Darmng and mending 

Tennis socks 

Plain socks 

Rib socks 

Filling and adjusting of machines 
Ganjee machine fitting 
Ganjee cutting 
Finishing and packing 
Mufflers 

Plain pullovers and sweaters 
Fitting of flat machines 
Fancy sweaters 

Sweater cutting and sewing . 
Jackard machine sweaters 
Adjusting of machines 
General training 


1 

2 
I 
I 

1 

2 

3 

2 

2 

2 

X 

1 

2 
2 
2 
3 

I 

1 

2 
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Otl engine Druing — Dur'xtioii of Course — Six months 
Theoretical (period — three months) Period IVceh 

Internal combustion engines, chssific'Uion 1 

Classification of fuels and their use according to the \ a nous com > i 

pression pressuies J 

Vaporisation and atomisation of fuels j 

Ignition, various methods used m detail, i e , compression ignition, v i 
hot bulb, electric ignition, etc J 

Classification of governors and governing \ ^ 

Valves, their functions, setting of clearance and timing J 

Injection, injecting devices and fuel oil feeding 'I 

Cooling water supply, various methods of application i c , ther- 1 ^ 

mostatic control, thermosyphon, radiator cooling, pump f 
circulation etc J 


Different parts of engine, mechanism and then function, and 
fitting detail 

Lubrication, various methods t e , force feed, splash feed, ring oil 
bath, etc 

Self starting devices, air receivers, safety valves and adjustment 
Compound oil engines, their operations and ordci of firing 
Diesel engine details, autocycles, two stroke cycles, operations 
Alignment of crankshaft, lining and levelling 
Air compressors, single stage and double stages caic of safety 
valve, management 

Starting and stopping of engines, precautions 
Engine faults, breakdown, detonation, pre ignition knocking, 
airlock, etc , and tlicir remedies 

Taking overcharge of an oil engine and pumping plant — engines 
Different types of oscillating and rotary water pumps and tlicir 
fitting, care of foot valve, impeller, glands, plunger and 
leather buckets 

Internal engine performance, heat losses etc 
Definition of indicated and brake horse power, explanation of 
simple method of using an absorption dy namometer 
Petrol engine performance, caiburation, distributor and dec 
tncal ignition system 

Transmission, gears, AC pump details etc 
Instructional tours, revision 
Practical (Period three months) 

Use of spanners and tools 

PiUing, chipping and fittingsquare and tiamgular jobs, fly wJiccl 
key etc 

Drills and drilling with various speeds cutting tlircads with dies 
and traps, use of screw gauge 
^oldcrmg of copper or brass pipes 

Making of chisels, tempering and annealing for different uses 
Belt jointing, cutting of various packings 
Use of calipers and fillei gauges 

Assembling and dissembling of engines, valve grinding fitting 
clearance adjustment, engine timings, bearing fitting, rcmc- 
talling, scraping, fitting of flywheel, crankshaft and acccs 
sorics 


} 

} 

■ 

J 

} 

} 

} 

} 
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General mamtenance of engine plants 
Drawing, sketches of engine parts 

Running of flour mills, dressing of stones and fittings . i 

Revision and test examination . i 

Weaving Section Months 

Short notes on different textile fibres with their oiigin properties 

and uses, winding of yarn and different kinds of warp i 

Definitions of such technical terms as counts of yarn, reeds 
and healds, lea, haiks, etc. Weaving newar, tape, etc., 
simple arithmetic and tables of weights and lengths . i 

Yarn testing and analysis of most common patterns of textiles, 
plain weaving and their ornamentation, calculations, to 
find the weight of warp and weft and prime cost of fibres, 
simple kinds of shedding and picking devices . i 

Twill weaves of three to eight ends, satin weaves of four, five and 
eight ends, diaper, diamond and other fancy weaves with 
drafting and lifting schemes. System of finding counts or 
reeds and healds for simple weaves . i 

Honey-comb, huck-a-back and diamond patterns. Further 
training in diaper and diamond and other fancy weaves 
with drafting and lifting schemes. Knowledge and use of 
design paper and counting glass to reproduce simple designs 
on paper . • i 

Extra warp and weft designs for dhoti and saree borders .. i 

Designs based on colour combinations, weaving napkins, dusters, 

towels, etc. . ^ 

General information regarding markets for pui chase of raw 

materials and selling finished goods 2 

Power loom-theoi'y and practice. Knowledge of use of lever, 
barrel dobbies for boiders and simple designs, practice in 
pegging of different designs, dobbie patterns for dhoties 
and sarees . . . 3 

Tailoring Peuod-weeks 

Use of the inch-tape and taking of correct measurements .. i 

Button hole, darning, cross stitching and piping . 2 

Use and care of the machine, plain stitching of ends, borders, 

table cloth and napkins . ^ 

Gutting and making of white cotton caps and progressive list i 

Cutting and making of underwears ^ 

Gutting and making of banians, pressing and folding of gai ments 2 
Gutting and stitching ofjubas . • ~ 

Gutting and stitching of pyjamas 2 

Gutting and stitching of four shirts for boys — open necl: 4 

Making of four pairs of shorts for boys ^ 

Making of four half sleeve shirts with different types of collars 2 

Making of full sleeve shirts ^ 

Malang of boys half pants .. .. 4 

Making of full pants khaki 2 

Making of white pants and cutting thereof ^ 

Making and cutting of coat and stitching thereof ... 3 

Gutting and stitching of bush coats ^ 

Total ..... . ••• 32 
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EUclrtc StcUon 
Theory — 9 liours weekly 
Mathematics— 9 hours \veckly 
Practical — 18 hours weekly 


Lessons Weeks a^iproximaieh 

Weights and measures — Metric and British units of length, 
weight area, volume, conversion from one into another unit 
of work, energy, power, foot — lbs H P hour watts kilowatts, 
calculation of in put, out put ind efficiency of machines 3 

Conductors and insulators 2 

Wires and cables 2 

S XL 

specific resistance, application of formula in its three 


forms 

Magnets — Ohms law V =G XR practical problems 
Elfects of electric current, G = ample problems 
V 

Switches— sufficient problems 

Fittings and accessories — W =VxC, ample problems 
Lamps, internal drop, hne drop, E or F terminal volts 
Fuses current carrying capacity of fuses and conductors 
House — wiring — connecting resistances in scries 
Types of house wiring, general problems 
Jointing— general problems 
Illumination, problems on illumination 

Batteries, problems on connecting batteries m scries and parallel 
Ohm’s law, series parallel connections, connecting voltmeters, 
ammeters, e^ 

Principle of dynamo, calculation of m put and out put efficiency 
of generators 

Motors — calculation of regulating and starting resistances, speed 
regulation reversion 

Bells, and bell indicators general problems 
Armature winding, revision of the previous formulae 
AG Current — calculation of x=27r FL Inductive reactance 

KW 

Transformers, Calculation of Power Factor, PF = ~ 

Measuring instruments, calculation of shunts, voltage and current 

transformers 

Megger, calculation of 

Overhead wiring, general problems 

Automobile electricity, general problems 

Indian Electricity Rules 1922, and Fire Insurance Association Rules 
House lighting — revision 
Protection from shocks, lifts, revision 


3 

2 

2 

2 

2 

2 

2 

2 

I 

1 

2 

3 

3 

2 

3 
2 
\ 
\ 
2 

2 

2 

2 

2 

2 

2 

2 


The following equipment for training is held m the school — 
Oil Engine Driving Section 

20 H P Ruston oil engine with accessories, starter and fittings 
Skoda 2 cylinder vertical, \ stroke, stationary cold starting, diesel 
2 S no developing 20/30 H P at 1,000/1,500 
K P M complete wuh standaid equipment 
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Armstrong Siddley, 5/7 H P, diesel oil engine with tools. 

5/1 Lister vertical diesel oil engine fitted with two fly wheels, oil 
tank, starting handle and accessories. 

2 Flour mills, one English vertical Sardar and other 18" Stamfoid 
flour mill complete. 

Lathe 6 J complete. 

Peter’’ Pulsometer portable pumping plant complete with 
accessories. 

Drilling machine 20" complete, Emery grinder (with Emery) 
2 wheels. 

Vice screw bench, and machine stone grinder. 

Pulleys and shaftings various types. 


Tailonng Section • Niimhen 

Treadle Singer sewing machines . 25 

Hand Singer sewing machines 6 

Hosiciy Knitting Section 
Knitting Machines 

Harrison .. , ii 

Durbar .. 2 


Foster . .. 9 

Ludhiana 2 

Flat Machine i 

Jacquard ’ i 

Circular (Ludhiana) ^ i 

Overlock (Singer) ^ 

Aprons ^ 

Winding ,, I 

Hand and Power Loom Weaving 

Frame fly shuttle looms sizes 24" to 56" width i ^ 

Power driven automatic machine i 

Newar loom 18" ^ 

Gaipet loom 50" i 

Pit loom 30" I 

All looms complete with accessories 
Warping machine, winding wheels, heald stand, etc , complete 
for imparting training 


Electncity 

Motor generator set — screen protected type, compound wound 
D G generator 230 volts, 1,500/ 1,400 R P M with all acces- . 
sories complete used for converting A G current to D.G 
for battery charging etc 

I *6" all geai ed master motor driven Lathe complete with 3/4 H P . 
Motoi and Starter, used for truing armatures and for taking 
cuts on commutator — also for winding coils, etc. 

Compound wound D G. grinder motor 1/4 H P 220 volts D C. 
complete with 2 grinding wheels, used for grinding lathe 
tools 

Drill machine complete with bench stand 
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A C Squirrel cage, Rotor motor, 400 volts, 50 cvclcs, 3 phase, 
3 B H P complete with pulley, used for connecting same to 
delta switches 01 auto transformer starters 
Insulation tester for cables and machines o 100 megohms 
Continuity tcstci o 50 mcgoJims 
Transformers i K V A 50 cycles 400/430 volts 
Lamp bank complete with lamps 

Rectifier suitable for 230 VAC — used for b ittery charging 
Drip proof shunt D C motor 230 volts, 2 B H P 2,300 R P M 
with slide rails BAG type B T E R starter 
Watt hour meter D G 230 volts 5 amps 
Regulators — various amps 
o 5, 0-10, o 20 ammeters 
Voltmeters AG or D G — \arious volts 
Moving iron and moving coil ammeters — various types 
Dyganite battery with ebomte separators, Nife battery complete 
and heavy discharge battery tester 
A G and D C relay s of various ^ olts 

Water rheostat, low tension arrestors, Avery counter scale for 
weighing armature winding coils 
Screen protected type alternator with switch board romplete 

CarpenUr tools complete 
Seven sets 
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The Friends Ambulance Unit in Burma, China 

and India 

As a religious body the Society of Friends, or Quakers, makes 
its own distinctive contributions, not least among which are a tradi- 
tion of pacifism and the urge to express its religious faith in positive 
action. “ Live in the hfe and power that takes away the occasion 
of all wars. Seek to take your part in the ministry of reconcihation 
between individuals, groups and nations ”. This has always been 
a fundamental principle of the society’s life. 

This urge to express its faith in work has often led the society 
officially and corporately to undertake rehef work at times and in 
situations of great suffering and stress. It has also inspired individual 
Friends, separately or in groups, to action which has the general support 
of the society’s members but is not an official responsibility of the 
society itself. One such group of Friends with others of like mind, in 
1939, took upon Itself the task of revivmg the Friends Ambulance 
Unit. 

The unit had existed in World War I, first as the Anglo-Belgian 
Ambulance Unit and later as the Friends Ambulance Unit (FAU). 
It had numbered over a thousand men m France and Belgium and 
had worked on ambulance convoys and ambulance trains with the 
British and French armies. In 1919 it had broken up. But when, 
during 1938 and 1939, war seemed increasingly inevitable, its members 
determined that for young men of the new generation who would not 
fight, there should be the same opportunity for hard and vigorous 
service. 

The members of the first training camp (the first of twenty-two 
camps) who assembled near Birmingham in September 1939, issued 
a statement declaring their aim. “We purpose to train ourselves 
as an efficient unit to undertake ambulance and relief work in areas 
under both civilian and military control and so by working as a paci- 
fist and civilian body where the need is greatest to bmld up a record of 
goodwill and positive service ”. 

The result was that during the seven years of the FAU’s existence 
in its war time role over 1,300 young Friends and others who shared 
their views passed through its ranks. Not all of these were in the 
unit at the same time ; the highest number in membership at any 
one time was 81 1 (in August 1944), for recruitment took place gradually 
as one training camp succeeded another. At the other end, many 
members had to leave for paid service elsewhere before the conclusion 
of the war. For membership was on a maintenance basis at home 
and overseas alike — food and clothes and a small pocket money 
allowance for those who needed it. Later other small allowances were 
instituted to make it easier for the man with dependents to remam 
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a member, but it was ahvays a struggle for ajiyone who was responsible 
for others besides himself 

Many who met the unit in various parts of the world were 
surprised at the smallness of the total numbers The umt had teams 
in Finland and Norway in 1939 and 1940 , in the Middle East and 
Greece (where sixteen men were taken prisoner and the rest escaped 
by the s^n of their teeth) , with British troops in the Western Desert, 
in Italy and France and Germany , with the Fighting French in 
Syria, North Africa, Italy, France and Germany , in Syria and 
Ethiopia, engaged on civilian medical work in remote hospitals and 
chnics , in Burma, China and India , and, as tne war drew to its close 
and for a year afterwards, among refugees, displaced persons and 
civilian victims of the fighting m Sicily, Italy, Greece, Yugoslavia, 
the Dodecanese, France, Belgium, Holland, Germany, and Austria 
The variety of work was almost limitless , the common factor was the 
relief of human suffering and hardship For this work seventeen 
members gave their lives during the period of the war 

Nor was work overseas the only service Most members spent 
many months, even years, on routine work in one or several of the 
eighty three hospitals m Britain in which the unit at one time or other 
provided orderhes- and porters whose duties varied from skilled 
nursing to emptying pig bins They served too as emergency rehef 
workers in the shelters and rest centres of London and bombed 
provincial cities Work and traimng at home, valuable in themselves, 
were the nursery of medical personnel, drivers and relief workers for 
service overseas 

The umt was a voluntary organisation dependent largely on 
private donations and subscriptions Ultimately responsible for its 
affairs was a council, largely composed of men who had been members 
m World War I, but the day to day running of its business was m the 
hands of its own officers under an executive committee of seven or 
eight umt members, of an average age of about thirty, recommended 
for appointment by the umt as a whole The unit, m its strength and 
weakness, was a body of young people 

It is easy to glamorise the work of a voluntary group of young 
men and women The achievements of the unit were many , in fact 
It was the measure of its success that so many tasks were accomplished 
by corporate effort, enthusiasm and mutual loyalty of which its mcm~ 
bers severally would never have considered themselves capable But 
the umt had its failures too , like every other body in war time it had 
^ disappointments and frustrations, its long periods of deadening 
dday And what success it achieved it owed not only to its own 
efforts but also to the warm support and encoungement of its friends 
in many quarters, including government departments, the fighting 
^rvices and the joint war organisation of the Bntish Red Cross and 
bt John which sponsored most of its work overseas and so enabled its 
members to serve in war zones under the Genev a Red Cross Conv cntion 
K a encountered some opposition, it is true, but far less than a 
body of pacifists might have expected m time of v\ar When armies 
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are organised for total wa^' it is not easy to find room for a body of 
non-combatants which insists on retaining its identity, which has to 
pick and choose what jobs it will and will not* do, and which claims 
the final authority over the disposition of its members And yet 
senior army officers who handled men by the thousand and ten 
thousand would, with very few exceptions, do their utmost to acco- 
mmodate a group of men with whose views they disagreed even if 
they understood them.* 


BURMA 

With the fall of France in the early summer of 1940, the door 
had been closed on service in Europe. In the Far East the war had 
already dragged on for three years and inevitably the minds of many 
members turned to the possibility of work in China, partly because 
of China’s obvious need, partly .because of the constant urge within 
the unit to find fields of work overseas. In August 1940, after preli- 
minary negotiations in London, an offer of assistance was cabled to 
the Chinese Red Cross and the IRCC. The reply welcomed 
assistance. 

Thus a special joint China committee was set up through which 
expel ts on work in China were able to advise the unit, officers were 
appointed for the enterprise and the first party of forty was selected 
from a large number of eager volunteers. There was never any lack 
of volunteers for China. In addition, a unit officer was sent to the 
USA to negotiate for funds with the American Friends. American 
financial assistance was extremely useful for work in China In 
addition, the British Government and Canadian Red Cross also 
rendered aid. 

Nor was money the only assistance that came from across the 
Atlantic. Young Americans and Canadians, one or two at first but 
later a substantial number, were recruited as members of the convoy , 
indeed, the first commandant was a Canadian surgeon who had spent 
most of his life on medical work in China. The addition of New- 
Zealanders to the convoy later in the war, together with Chinese 
members, made the convoy the most international of all unit projects. 

Meanwhile the forty British members originally selected went 
into special training m medical work, driving and mechanics and m 
the Chinese language. There was time for training since it was not 
until May 1941 that an advance party of four finally set off for 
Rangoon. The remainder followed in small groups, the last leaving 
in October 1941, on a troopship bound for Singapore. When they 
reached the Far East, the U.K. was already at war with Japan, but 
they had got away from Singapore before the Japanese entered the 
fortress. 


* The full story of the FAU’s work throughout the world has been told elsew^re 
(‘ Friends Ambulance Unit ’ by A Tegla Davies, publisher for the Council of the FAU by Ceo 
Allen and Unwin 1947 On this work the whole of this chapter is based) I he 
purpose of this brief introduction is no more than to provide the setting for a fuller accoun 
of the unit’s work in the Far East (H/5/52/H(M) 
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The first four arrived in Rangoon in July 1941 There one 
stayed behind to receive ambulances and equipment which were soon 
to arrive from America , the others scattcicd to prepare the ground in 
Chungking, Kvvciyang and elsewhere, and to recruit Chinese students 
in Clicngtu It soon became evident that ambulance work, in the 
narrow sense of the word, was not the most urgent t isk Except for 
the five doctors in the party, the most useful function of the unit would 
be the transport oi medical supplies and petrol, now that the Burma 
Road was the life line of Free China Negotiations with the four 
organisations which were already collecting and distributing imported 
medical supplies— the Army medical administration, the Chinese Red 
Cross, the National Health Administration and the International Relief 
Committee — led to the unit taking over the transport fleet, garage 
and equipment of the International Relief Committee In return the 
committee paid operating expenses while the Chinese Government, 
through Its Executive Yuan, paid all expenses incurred m the haulage 
of supplies undertaken m the name of the National Health Administra- 
tion As Its first headquarters the unit took over the International 
Relief Committee godown m an ancestral temple down a shady 
cobbled alley m Ixwciyang 

As men, trucks and supplies arrived in Rangoon, convoys were 
formed and despatched up to Lasliio and bc>ond Thus did the 
members m ike their first acquaint incc with Maud day and M lymyo 
and the Goktcik Gorge and push on across the Salween and hickong 
Gorges to Kunming 

Once m China, members scattered to their various fields of work 
For the majority this meant an immediate return down the road to 
Burma to bring up is much petrol as they could carry before the 
Japanese got to the oil-wells To help the work small depots were 
established on the truck route at Kutsing, Paoshan and Hsiakwan 
This was no ordinary convoy, no routine haulage of supplies 
There was an element of uncertainty, of insecurity about it , it was a 
race against tune and the Japanese advance” 

“ We are now in the grip of the worst road m the world With 
windscreens and doors rattling loud enough over such a surface to drown 
all other noises and make convi rsation impossible, we keep an average 
speed of some fifteen miles per hour, with a 150 to 200 yards interval 
separating the trucks” 

For every member then the task was the same — rushing supplies 
from Rangoon to Lashio before the Japanese entered the port A 
group of reinforcements arrived from England, and from the USA 
came the unit’s own X ray, surgery and workshop trucks which were 
unloaded, assembled and driven up to Lashio 

r 11 February 1942, Rangoon was on the point of 

tailing But the docks were still full of medical and mechanical 


shown as quotations are dented from reports and letters 
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supplies, and on 2 March 1942, a group of volunteers returned to the 
port, which was in a state of semi-siege. They loaded as many trucks 
as they could manage and, on the 6 March 1 942, drove out of the city 
as part of the Army Headquarters ordnance convoy along the Prome 
Road to Lashio. 

The moves and counter-moves of the next few weeks would be 
impossible to relate here. Out of them there emerged three mam 
groups m Burma, One was retained on the urgent work of transport, 
to shuttle up the road to China the supplies which had been piled 
into Lashio. A second group of eight men with six trucks had been 
attached to the American surgeon, Dr. Gordon Seagrave of the 
American Baptist Mission, who had started mobile surgical work with 
the Chinese Fifth Army on the Toungoo front. 

“ We discovered the Seagrave Unit just beginning work. 
Wounded who had already been treated were lying on eveiy available 
bed in the building and the rest were on the floor, on the steps, on the 
little stone path to the mam door — in fact just wherever shade could 
be found. A further truck load had just arrived, and we had nowhere 
to put them while the theatre was being prepared ”. 

The unit’s mam job was to bring the wounded to the hospital 
from the divisional clearing station. Seagrave’s comment on the 
team m his book, ‘ Burma Surgeon ’, is “ Friends are the funniest 
Englishmen I ever met. They pick those blood covered patients up 
in their arms as if they were sweet and lovely ”. 

First aid, driving, servicing, theatre evacuation, all this went 
on behind the Chmse front as it slowly retreated. By the end of 
April 1942, they were at Sagaing, twelve miles from General Stilwell’s 
new headquarters at Shwebo. 

The third group was a new mobile medical team which had just 
come down from Kweiyang. Passing through Lashio, deserted 
Maymyo and the rums of Mandalay, they reached Sagaing and 
Shwebo and fell m with Major Seagrave’s team. The group with 
Seagrave took part m the retreat with General Stilwell, 

“For several days now we got up at four so as to be away at 
dawn. We would walk till ii 30 or 12.30 and halt. .. .At 4.30 we 
would go and march for another two or three hours. 

On the first morning three people cracked up. Someone made 
a bamboo raft for all the three and offered to drag it all afternoon. The 
river was an infuriating one. In some places it didn’t reach to your 
knees ; m others it v/as over your head without warning The 
shallow places were the worst because if the raft stuck it was the very 
devil to dislodge. When it was dark we had to have one, two or three 
men wading ahead with torches. 

The following day brought us to a wider river and we all decided 
to go down it on rafts to save our feet. We spent five hours erecting 
shelters of leaves on our three rafts and embarked at eleven in the 
morning. Next day was a red-letter 'day. An aeroplane flew 
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Up Stream, had a good look at us, and then went bad and forwards 
dropping food and cigarettes on the bank 

On Wednesday, 13 May, we crossed the Clnnd^vm river in 
long narrow boats hollowed out of three trunks We were getting 
into the Naga Hills now We crossed the first watershed and had 
a fine view of the hills towards India in front of us and the plain we 
had left behind 

After two more days we were met by coolies sent by the Indian 
Government to carry our gear, and as the rams were threatening the 
General pushed on past the next camp to a Naga village” 

The other medical team had been attached to the British forces 
and from Kinu, a few miles north of Shwebo, retreated to India by 
Kalewa, Tamu, the Chin Hills and Iinphal At Kalcwa they found 
a lot of casualties “ ^Ve borrowed an old tord lorry, and kept both 
this and our Chevrolet working hard at the big task of carrying 
wounded and civilian evacuees on the way towards India and peace 
Everything was m a strangely tense and unnatural state There were 
no shops, no normal living conditions The only people we saw were 
army units and the great tragic hordes of refugees ” 

Meanwhile the transport men, who had been based on Lashio, 
after a nightmare drive up the Burma Road, then congested with a 
mass of fleeing traffic and panic stneken refugees, made their way back 
to Hsiakwan and China They saved the unit’s more valuable equip- 
ment, including the mobile operating theatre and X ray truck, but 
they lost forty tons of petrol 

The two medical teams continued work m India The Scagrave 
Unit spent some time at Imphal and Gauhati before being moved 
to Ramgarh to render medical service to the Chinese 38th Division 
Soon they had 1,300 patients, filling the wards with as many as 70 
in a ward and overflowing on to the verandas 

The FAU doctor m charge of the other team was asked by the 
ADMS for northern Assam to go across to Ledo to meet 5,000 Chinese 
who were on their way from the great retreat Their condition is 
reported below — 

“ On arnval we saw several large tea drying sheds being 
adapted for use as temporary camps The tea leaves are dried on 
shelves about three feet apart By removing alternate shelves and 
strengthemng the remaining ones it was possible very quickly to 
produce sleeping accommodation for a large number of men Then 
we went to the small temporary hospital for Indian soldiers, to ivhich 
some sick Chinese had been taken I shall not easily forget the condi- 
tion of the Chinese ward when we arrived 

Scores of patients were staggering in, cnppled by huge, spreading 
ulcers It was obvious that it was not enough to ivart for them to he 
carried in, for many would never reach the hospital at all So a party 
along the refugee route, two days march beyond the 
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Walking along the narrow jungle paths, saturated and infested 
with blood-sucking leeches, I personally was bitten more than a 
hundred times, and I was weaiing heavy army boots and gaiters 
Many of the Chinese soldiers were without shoes or boots of any sort, 
and as they had been marching for many weeks m a debilitated 
state of health the appalling condition of their legs was easy to under- 
stand. 

During these days we saw many scenes of intense horror. A 
man dying on this path usually remains there until the rapid assaults 
of ants and other insects have reduced him to a skeleton In the 
process he blocks the path and his presence there is exceedingly un- 
pleasant. In some camps we found the dead and dying together, 
the latter too feeble to crawl away from the former. On the whole 
the morale of the men we met was high and they usually returned out 
greeting with a broad grin, and expressed embarrassingly profuse 
gratitude for anything that we could do to help them The country 
through which we passed was the densest tropical rainforest and 
provided a fantastic and lovely background for some of the most lurid 
sights I have ever seen ”. 

Thus the work continued until, in the late autumn of 1942? 
singly or in small groups, most of the men from India flew in over 
the Hump to Kunming. Then the mam chapter, to which Burma 
was but the prologue, began, work which lay m China itself 


CHINA 

To plan for the future hard thinking and hard work were 
necessary, but by the time the men from India returned and forces 
could be marshalled and re-grouped the mam pattern of work had 
been set, a pattern which, with many later modifications and many 
new ideas, persisted to the end. The two strands m the pattern were 
to be the distribution of medical supplies and mobile medical teams 
The former work of transport has its place m a medical history of the 
war as much as the latter, for m a beleaguered China it was an essential 
service. 

Throughout this time new members were arriving by air frcOT 
India — British, Americans, Canadians and New Zealanders. By 
the beginning of 1946 the convoy numbered 139 members, of whom 
18 were women. 

Transport . The immediate task was the haulage of 160 tons of 
supplies from Kunming to the government godowns in Chungking, 
for Kunming was not an impossible goal for the Japanese and air 
attacks were already an established fact in its life. For this mmn 
route haulage, and for the subsidiary task of distribution from the 
godowns to the hospitals which needed the supplies, the unit had 
thirty trucks. Eleven had been lost m Burma. 

The plan was that supplies brought from Kunming to Kutsing 
(which became the headquarters of the unit) should be taken four 
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hundred and fifty miles north to Luhsien on the Yangtse by weekly 
convoy , thence they could go by river transport to Chungking 

From the summer of 1943, the mam route from Kutsmg to 
Luhsien was changed m favour of the more easterly route through 
Kweiyang to Chungking as the latter imposed less wear and tear on 
the vehicles 

From Luhsien supplies were distributed to Ghengtu and the 
hospitals and universities in the Szechwan basin , from Kunming an 
occasional truck went down what remained of the Burma Road to 
supply the medical team at Paoshan or Hsiakwan , from Kweiyang 
supplies went down to Liuchow and Changsha and the south east 
In spite of ageing trucks and the increasing difficulties of spare 
parts and tyres, experience brought improved results In December 
1942, the number of kilometre tons of medical supplies carried was 
21,000 , in July 1943, It was 34,000 , in March 1944, 50,000 and by 
the end of the year higher still To keep the trucks on the road the 
unit had its own garages and agents at the chief centres such as Luhsien, 
Chungking, Ghengtu and Hsiakwan, with a main garage at Kweiyang, 
where major repairs and the training of Chinese mechanics were 
carried out 

In any appraisal of the transport work it should not be forgotten 
that the unit was the only voluntary concern in China, either Chinese 
or foreign, that it was hauling medical supplies to meet civilians 
needs, and evidence is not lacking that the work meant to a large 
number of hospitals and medical institutions over the most difficult 
years of the wai the difference between effective working and no work 
at all 


MOBILE MEDICAL TEAMS 

The unit’s first mobile team had left Kweiyang for Burma 
early in Apnl 1942 Its subsequent adventures and its escape to 
India have already been described Meanwhile a second team was 
formed in Kweiyang — two doctors and six others, of whom two were 
Chinese It was too late for Burma, but the front was becoming 
stabilised on the Salween and the team set to work in the field hospital 
of the Chinese Seventy-first Army at Paoshan The front was quiet, 
largely because of the summer rams and malana, and the most 
pressing need was to combat a serious outbreak of cholera which 
involved wholesale inoculations of soldiers and civilians 

Early in August 1942, a small group, headed by the comman- 
dant of the convoy, arrived to make an investigation of the health 
conditions of the troops on the Salween front They tramped long 
distances on foot up the gorge and then over rougli country and 
ndges 3,000 feet high to reach the front, where they examined men 
in the various battalions and treated surgical cases under very pnmi- 
ti\e condiUons 

At the end of July 1942, two men had been sent down from 
weiyang to investigate the nfccd for similar work on the south cast 
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the British Red Cross workers being needed elsewhere, was established 
and ran a hospital in huts four miles from the town, itself living in 
tents close by. It was an intermediate hospital which received the 
heavy flow of casualties from the front “ Each truck is met by an 
admission officer, one or other members of the team, who is respon- 
sible for going through the casualties looking for three kinds of wounds 
and complications — gas gangrene, haemorihage and abdominal. 
These are dealt with immediately, and after operation are put into 
some of the fiftv-six surgical beds for which alone the FAU is respon- 
sible. The other cases are passed into the large admission wards 
which are looked after m a desultory manner bv Chinese orderhes. 
The next morning the FAU doctor and the admission officer of the 
previous day or night go through the cases in these admission wards, 
sorting out the theatre cases for the day — taking from the casualties 
there the broken femurs, the brain and chest cases for the theatre and 
for admission to FAU wards. They take as many such cases as they 
can, bearing m mind the bed capacity available. If there is room, 
some arm casualties may be taken in as well. And every day, as it 
becomes possible to pass some of the recovered patients farther towards 
the rear, unit doctors comb the admission wards for fresh patients to 
occupy their beds”. 

“ The medical supply position is good ; and with a daily admis- 
sion of over sixty, large quantities of supplies are used. The cases, are 
of course, practically all surgical — ten days old on the average. They 
come m by ambulance in the morning and generally by stretcher and 
horse cart in the afternoon. Half of them are sent on to Yung Pmg 
and Hsiakwan within twenty-four hours of arrival, that is, after they 
have been temporarily patched up ”. 

All the work so far described was carried out m conjunction 
with the Chinese Red Cross, and dealt with a mixture of military 
and civilian cases. In the wilds of southern Yunnan two teams out- 
side the Red Cross orbit were established at the request of the Yunnan 
provincial health authorities, to deal mainly with civilian health 
problems. In April 1944, No. 6 team went to Mohei, between the 
Red River and the Mekong, a journey of eleven days by mule. Hospi- 
tably received by the local people, they proceeded to treat the usual 
run of Yunnanese diseases, of which malaria was at Mohei by far 
the most prevalent. 

In July 1944, a small group from No. 6 team crossed the 
Mekong to Fuhai, towards the Burma border. The work of this team. 
No. 7, went on until the spring of 1945, being mainly concerned with 
the needs of troops m the area 

And there were other projects — a brief precautionary expedition 
to follow up discovery of bubonic plague, the work of the fifteen men 
who went south to meet wounded and weary French troops fighting 
a rearguard action out of Indo-China into Yunnan, and many more. 

No. 3 team was last seen near Tengchung; outside the breached 
and broken walls the team remained for five weeks while the city 
was being besieged. When at the end of August 1944, the city finally 
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fell, with hardly a Japanese left alive, the team was among the first 
to enter the scene of utter devastation and to plan for a new hospital 
m Icngchung It ended its work with the Chinese Red Cross and 
opened a new phase for the unit m China, that of rehabilitation • 

“ Tengchung up to its occupation by the Japanese two years 
ago was a very wealthy city, acting as the entrepot for all goods coming 
into south \\cst China from Burma and India , the entire population 
has a much \vidcr horizon than in any city in China of comparable 
size The coming of the Japanese drove Out 75 per cent of tlic popula- 
tion, and the occupation was unusually harsh because the Japanese 
knew that they could not hold it indefinitely Rc-occupation by 
Chinese troops was a tremendous task m which every house was a 
strong point and casualties were high , the entire garrison fought it 
out until the last man was killed The result was the complete rum 
of the city , there is literally not one square foot of roofing left , 
walls arc broken down, ditches and wells filled in, and the corpses 
of hundreds of men and horses lie in shallow graves whicli produce 
a tcrnblc stench , the vultures circling over the city arc gorged 
There are still Chinese wounded m tlic valley and the nearest equipped 
field hospital is over the hills The pass there is 12,500 feet high and 
it is along four days trek up and down mountain passes through jungle 
where there is no food except what you bring with you The FAU 
team already working m the valley, No 3 team, is in the process of 
taking up rehabilitation work m Tengchung , we arc sending them 
heavy equipment such as X ray and a power plant, and the hospital 
IS already working , local authorities have commandeered the neces- 
sary buildings in the suburbs The local guild arc as able and wide 
visioned as we could hope to meet The basis of the hospital is that 
m such an area all treatment is free , Nvealthy people who can afford 
to pay will be assessed by the local committee ” 

To Tengchung a new team. No 8, drawn from other teams, 
was sent Just outside the w alls of the city they took over a spacious 
Confucian temple The centre courtyard became the scene of great 
activity as carpenters and masons set to work to renovate and adapt 
Quickly the hospital filled up, at first largely with victims of the mines 
and ammunition that lay scattered around m the town, and then with 
patients suffering from all the maladies of Yunnan 

Gradually the condition of the hospital improved Some 
time later a visitor wrote — 

“ Dunng the past four or five months the hospital has changed 
from a rather rough and ready condition to that of a really spick 
and span establishment A new wing has been added containing a 
b^ter out-patient department with three examining rooms, business 
office, laundry, workshop, patient bath and admission room, staff 
showers and servants’ living quarters, and the whole hospital has been 
electrified A separate building has been rapaired for a nurses’ 
residence, and the nurses training school has got properly under way 
In addition to the extensions mentioned, the whole hospital has been 
overhauled The usual out-patient facilities have been augmented 
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with separate clinics for eye, venereal diseases and maternity, and 
more recently three clinics a week have been started for the benefit 
of soldiers, who average an attendance of thirty per clinic. A public 
health programme has been initiated, which includes the setting up 
of a room in the hospital showing collections of fleas, lice, bacteria 
slides and blood smears, intestinal parasites, and pictorial representa- 
tions of the activities of the itch-mite. In this room a class has been 
held for Army nurses, who have been taught the simple care of wounds, 
the treatment of scabies and delousing. Several expeditions to 
neighbouring villages have been made with a view to starting some- 
thing in the nature of a local dispensary ”. 

Tengchung was the unit’s first experiment in hospital rehabilita- 
tion work in China, and when the Chinese Red Cross teams were 
withdrawn No. 8 team remained behind to carry on. 

By the spring of 1945, the woik with the Chinese Red Cross in 
Yunnan was virtually at an end, for the armies were moving east- 
wards and massing in their positions in Kweichow for a drive which it 
was hoped would carry them to Canton and the liberation of Hong 
Kong. Medical teams were reformed. As the Japanese moved 
back, the FAU had the same opportunity as they had in Tengchung 
to enter vacated hospitals in the towns and reorganise the medical 
services. Nantan in Kwangsi was the first of the cities to be entered, 
and a little later the once prosperous city of Liuchow. The work 
there was carried out as part of the programme of the Qhinese National 
j Relief and Rehabilitation Administration — the Chinese wing of the 
United Nations’ Relief and Rehabilitation Administration — which 
was now taking the field. There the unit remained for a few months 
before the end of the Japanese war, when most personnel in this area 
were withdrawn for rest and recuperation. 

To end the story of the unit’s medical work, there was nearest 
home of all — the Huei Tien Hospital in Kutsing. The unit always 
had an interest in it, at first providing one or two helpers but later 
having complete financial and administrative responsibility. Not 
only was this hospital a field of service near to hand, but it was also 
a boon to have it in Kutsing to provide for new members an introduc- 
tion to medical work in China. While still living at the hostel they 
saw the limitations of a Chinese hospital and the way in which they 
could be overcome — sterilising equipment made fiom old petrol 
drums, theatre lights from tiuck headlamps, traction pins from 
pieces of bicycles or other bits of cast off metal. 

From this account of the unit’s medical work m China it will 
be seen that its primary concern v^^as to make what contribution it 
could to the relief of suffering among soldiers and civilians alike, m 
the vast ocean of China’s need anything which a hundred men and 
women could do in five years was but the smallest drop. But it was 
a gesture of goodwill in a sphere in which the sowing of understanding 
and goodwill was of paramount importance. Such was the state of 
the Chinese medical services that the unit’s contribution to the whole, 
through its medical work and its transport of supplies, was not a 
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inconspicuous one It was a service that called for strength of purpose 
and a refusal to yield to constant difficulties and frustrations It 
called too for physical endurance Five members gave their lives in 
China, four of them victims of the diseases which they were there to 
combat 

Outside the mam programme, individual members were secon- 
ded for special duties Two or three worked m the far north with 
the Chinese industrial co-operatives , one in a leper colony in the 
hills twenty miles south of Pichieh, a colony run by three 
sisters from a German mission (the warmth of whose 
welcome to unit drivers on this haulage route became proverbial in 
the convoy) , others worked for shorter or longer penods to help in 
sudden emergencies such as the disastrous flood of i942> P’mg Mm 
on the Yellow River or to carry out large scale inoculations 

At the end of the war, by which time headquarters had been 
moved from Kutsing to Chungking, help was given in the rehabilita- 
tion of several civilian hospitals which had been in Japanese hands 
But the convoy was in a mood to be more ambitious and decided that 
thenceforth its most useful contribution to national reconstruction would 
be made by concentrating on all the essential social services of a single 
large area The area chosen was m Honan 

Subsequent developments are outside the scope of this work 
Suffice It to say that early in 1949, there was still an international 
team of young Friends and others continuing the tradition set by 
the FAU in China and serving Nationalists and Communists alike m 
the unhappy mterneeme conflict which had supervened 

INDIA 

Members of the China convoy from time to time found them- 
selves in India , m fact the convoy maintained an agency in Calcutta 
to facilitate the passage of personnel and of what suppUes were avail- 
able over the Hump into China But the India section now to be 
described was distinct , the two sections were sent out at different 
times for different purposes, and each was separately responsible to 
London headquarters direct 

Reference has been made earlier to the urnPs experience of 
air-raid relief work m Bntain When the blitz broke on London 
in September 1940, the unit had rallied its improvised forces hastily 
But by the end of 1941, improvisation had bred a considerable body 
of experience and technical knowledge This experience gamed m 
England it was believed should be placed at the disposal of the cities 
of Bengal and Madras For with Burma and Malaya m Japanese 
hands, Calcutta and the whole eastern seaboard of India had come 
into the danger zone 

Before the end of 1941, the possibiUty of work in India had 
already been discussed When Sir Stafford Cnpps flew to India 
m March ^ member of his staff took the matter up with the 

Viceroy, who consulted the Governor of Bengal This was followed 
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up by a cable from London which offered a team of four men and two 
women, and ended with the words : “ Sole object of members is 
relief of suffering and distress in accordance with Quaker principles 
Two days later the reply of the Viceroy was sent through the India 
Office. It “ gratefully accepted the offer on the conditions proposed 

Plans were carefully made Contrary to its usual custom of 
finding its leaders from among its own members, the unit invited an 
older Friend, who knew India well and was a personal friend of 
Mahatma Gandhi and other Indian leaders, to join the six selected 
relief workers and to lead the section. 

He and his deputy reached India m mid-June 1942. So far 
arrangements had been made almost entirely through the govern- 
ment, but it was essential to establish good relations with the nation- 
alist Indians. It is an axiom of Friends relief work that the worker 
must not take sides m a political struggle. As a relief worker his 
business is to alleviate suffering ; he must work for anyone who is m 
need ; he must welcome co-operation from anyone who is genuinely 
anxious to meet the need. So they spent two days at Sevagram as 
the guests of Mahatma Gandhi before moving on to New Delhi, 
where they conferred with the Viceroy’s Secretary and the Civil 
Defence Department , it was there that they were advised to establish 
their work in Bengal. 

Early in July 1942, they reached Calcutta and a month later 
were joined by the other five ; they had already drawn in an architect 
member of the unit who was on his way to China but was retained in 
Calcutta as his knowledge of the architectural requirements of shelters 
would be invaluable. By the spring of 1943, seven more members 
had been sent out from England. 

London, in the beginning, had been difficult enough. The 
prospect of heavy raids on Calcutta was an even less attractive one. 
“ Bengal had had very little time to organise effective ARP services. 
The Japanese successes in Malaya suddenly startled the authorities 
into a discovery that India was threatened by attack from the east. 
This huge city is quite flat and is built on a swamp, the water-level 
being barely six feet below the surface. Large underground shelters 
were, therefore, out of question. Slit trenches, dug during the dry 
season, were mostly waterlogged m July and August, and small boys 
were to be seen trying to fish in them. Some oval-shaped public 
surface shelters were being erected, at a pace which would have 
allowed room for the whole population after ten years. 

“ Fire-watchmg had hardly been organised, and it seemed quite 
certain that if the Japanese dropped incendiaries on some of the 
warehouses along the Hooghly river or indeed in some of the bazaar 
area, fires would start which would blaze away merrily for days ”. 

That was the problem, when the unit set to work. There was 
a large number of potential helpers. Among the thousands of uni- 
versity students there were many who seemed keen on some kind of 
ARP service so long as it was not labelled ' government ’. In parti- 
cular, there was an organisation called the Bengal Civil Protection 
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Committee, which had been started by the Indian National Congress 
but was organically distinct It had already done some work, but 
found difliculty in getting equipment 

One member of the unit, therefore, concentrated on the medical 
section of the Bengal Civil Protection Committee which staffed over 
tiventy first aid posts in Calcutta and had organised a medical mission 
which did valuable work among refugees coming through from 
Burma to Assam It developed also a road service of mobile dispen- 
saries which in the event of raids would station themselves along the 
evacuation routes A second member trained students and the staffs 
of fint aid posts , another, a trained nurse, inspected the posts from 
the medical point of view Yet another developed relief and feeding 
centres and another the post raid information services 

A woman member concerned herself with work among women 
She organised the Women’s Emergency Volunteers, comprising most 
of the non ofiicial women’s organisations m Calcutta She enrolled 
women and girls who were prepared to be attached to first aid posts, 
relief centres and information bureaux, m order to help their fellow- 
women during and after raids 

One member of the China convoy was annexed He, instead 
of going to China, had helped to organise and build camps for the 
thousands of Indian refugees from Burma who had poured into Mani- 
pur State in and around Imphal He had spent some time in Calcutta 
m October 1942, but was asked by the refugee officers in Manipur 
to return , this he did, but after a few more months m Manipur, 
during which he was for a time in charge of all refugee camps in the 
State, he had to return to Calcutta m the spring of 19J.3, on health 
grounds 

December 1942, brought the first test There was a short 
senes of night raids with several hundreds of casualties The services 
which had been prepared went into action and renewed efforts were 
made to speed things up before the January 1943, full moon, when 
heavier raids ivcre expected 

But the heavier raids never came At the time, however, no 
one could foresee that they would not come, and the unit maintained 
and developed its reinforcement of the civil defence services not only 
in Calcutta but m Dacca and in parts of Assam, where large air-ficlds 
and fighter strips provided attractive targets 

The work was largely precautionary and it might have appeared 
that after a few months the unit could be withdrawn to be used on 
more urgent work elsewhere But a great natural disaster had super- 
vened , the unit’s real job in India was but beginning 

The night of 15 October 1942, was a stormy one m Calcutta, 
but storms in Bengal arc not infrequent It was not until a few days 
later that the full horror of that night became known Rumours 
began to trickle through of disaster at the Hooghly’s mouth , tidal 
waves had broken over the banks, mainly on the southern side, for a 
distance of seven miles Hundreds of square miles of country were 
flooded to a depth of six or eight feet 
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government canteens and voluntary kitchens ; in addition, one became 
secretary of the central relief fund. 

The civil defence information office was extended to handle 
food and clothing problems. Two members worked m the office 
throughout the famine, assisting with the registration for rationing, 
with price control and with mass observation surveys which provided 
material on which the government could base its food policy. 

The Indian Red Gross, in the autumn of 1943, established its 
own scheme for milk distribution. It began with an appeal by Lady 
Linlithgow for contributions in India in cash and kind, the first 
contribution being a gift of 200 tons of condensed milk released by the 
Army. The milk was intended for undernourished mothers and small 
infants. 

The Red Gross scheme was to have two full-time officers, of 
whom one was a member of the unit. Rapidly the organisation grew 
until 100,000 a day came to be fed by the Red Gross in Bengal. 

Finally, there were the unit’s own canteens, in which it con- 
centrated on children between three and twelve years of age. Thus 
it did not clash with the Red Gross scheme. The children were 
selected carefully according to need. In consultation with nutritional 
experts, a standard meal with a high dal (lentil) and vegetable content 
was worked out , it was varied, on different days of the week, with 
meat, fish, and eggs. The use, ^ wherever possible, of premises lent by 
Indian voluntary organisation or children’s clinics reduced costs to 
a minimum. 

The canteens were organised by local committees which 
provided voluntary workers for day to day operations In September 
1043, there were five such canteens in Galcutta, and two in 24-Parganas. 
A move to the villages to draw destitutes away from Galcutta meant 
that by the spring of 1944, there were 24 unit canteens in 24-Parganas, 
12 in Howrah, 24 m Dacca, and 5 in Burdwan, feeding in all 6,700 
children. ' 

The unit’s funds for carrying on its work weie derived from 
many sources in India and in the UK, voluntary contributions from 
an anxious public providing the major share. In January i944> 
American Friends stepped in. Twenty thousand cases of milk arrived 
from the USA, to be followed by financial help and supplies on an ever 
increasing scale. In addition to milk, there came multi-vitamin tablets, 
atebrin for malaria, sulpha drugs for cholera and dysentery and 
pneumonia. The tablets were counted by the million and were 
distributed through over 200 agencies, mainly canteen and schools. 

American personnel arrived to help administer what came to 
be called ‘ The American Drug Programme ’. Others, British and 
American, on loan from China, helped for short periods. The 
distribution of these large supplies brought the unit into close touch 
with the health authorities and the Indian Medical Service. There 
was also close co-operation with the Bengal Medical Relief Com- 
mittee. 
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It was largely Anicncan resources which made possible the 
extension of the work to Tiavancore ind Mihbar, in bouth India, 
where there was severe food shortage througli the cutting off of nee 
supplies from Burma Four hundred cintecns m Fravancorc and 
over three hundred m Malab ir were run on the Bengal pattern 

During 1915, “ced for emergency relief was rapidly dimi- 
nishing So the unit turned its ittcntioii to the rehabilitation of 
fimmc victims Already, m the spring of tgpi, it had instituted 
three rehabilitation centres — one in Contai and two in aj, Pirganas — 
at each of which about forty-five fimilics, mainly widows ind young 
children, worked together on weaving, spinning, mat making and 
other occupations to develop a co operative enterprise A scheme of 
village reconstruction , a children’s hospital in Contai , a boatyard 
at Chittagong which in a few months turned out several hundred 
boats , agricultural and fishermen's co operatives, four orphanages 
in Bengal, a variety of projects in D icc i — m these ind other ways did 
the unit try as soon as possible to get away from the demoralising 
effects of free kitchens and direct relief 

The war ended, and with it the threat to India from the cast 
No one was sorry that the visitations against which it was the unit’s 
original business to provide had not matcri iliscd , m retrospect all 
the hours and d lys and months spent on ARP might seem to have 
been particularly futile, but without starting prepariUons for that 
work the ripid entry into flood and famine relief would never have 
been possible Not only was the section already on the spot, but 
much of the machinery of ARP could also be adapted to relief, notably 
the information services and the women’s organisations 

At the end of June 191.6, the FAU on its wartime basis wound 
up its commitments This did not mean that the work undertaken 
in so many countries came to an end overnight In fict, wherever 
the work had not already terminated, naturally it was earned on under 
other auspices, and many FAU workers stayed on As in China, so 
m India, early m 1949, there was still Friends’ work in progress 
derived from the FAU’s wartime cxpcncnces 

When the FAU was revived m 1939, no one could have had 
any idea that its work, which seemed destined to be m Europe, would 
spread as far afield as the Far East In the event the Far East became 
one of its major spheres of work and provided service which was among 
the most exacting and at the same time the most rewarding that the 
unit ever undertook 
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The American Field Service ^ 

The American Field Service was a voluntary American orga- 
nisation for removing the wounded during the war. It was manned 
principally by civilians who could not fulfil the standards set by the 
Draft Boards in the USA on account of their age or medical categories. 
They were drawn from all walks of life — artists, lawyers, authors, 
businessmen, archaeologists, bank clerks, playwrights, engineers, and 
largely, students. They were all determined to render service and 
thus do a worthwhile jolD. There was no age limit although seventeen 
and sixty would appear to be the two ends of the scale. 

They came as unpaid volunteers, receiving only rations (or 
allowance in lieu thereof), accommodation, medical and dental 
treatment, personnel clothing, equipment, cover for liability for third 
party risk while driving the vehicles, return passage to America and 
free railway travel. The only payment received by them in India 
was in the nature of an expense allowance of Rs. 65 per month with 
an increase of Rs. 10 after two years service when they were also 
entitled to thirty days home leave. Their contract with the Govern- 
ment of India was for eighteen months, but most of them served in 
India-Burma Command till the end of the war. American Field 
Service personnel numbering 538 were serving in India-Burma 
Command on 15 August 1945. They were "considered ‘protected 
personnel ’ and were subject to military discipline. Officers were 
given the status and wore the badges of rank. There were no non- 
commissioned officers. They themselves are said to have claimed to 
be ‘a scruffy lot, fond of lazing around’, but anything that was 
unusual in their appearance was largely due to the multiplicity of uni- 
forms they had collected during their service with different units and 
formations, many of which had pressed on their American Field 
Service friends articles of distinctive regimental clothing which be- 
came highly treasured personal possessions thereafter. Whatever 
‘ lazing around ’ they did was usually underneath a jeep or spent in 
efforts to transform their mud and bamboo canteen into a ‘ modern 
club house ’ where they could be seen, at no very great distance from 
the enemy outposts, unconcernedly painting murals advertising all 
the well known New York night clubs. ‘ Makes the place look more 
like home ’ they said. This appearance of informality and seeming 
casualness would quickly be dispelled when there was work to be done. 
At any hour of the day or night, over any kind of road, or on no road 
at all, they could be relied upon to provide an ambulance or a section 
whenever the call came. 

The American Field Service was started early in World War I 
and served on every important battle front in France from 1915 

* The account was originally prepared by Lieut -Colonel J Thomson, IMS (Retired) 
for the lAMC Journal The information available from ofhcial records and materia 
provided by Mr Stephen Gallati, Director General American Field Service has since been 
added (H/5/53/H(M) and F/25i8/H(M)) 
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ind was taken over by the USA Army m November 1917 In 
September 1939, within a few days of the outbreak of war between 
the United Kingdom and Germany, American Field Service ambu- 
lances and volunteer dnvers were sent overseas and served with Bntish 
and French forces until the fall of France 

They then took part in the Syrian campaign, where they first 
became associated wth the Indian Army At the close of this cam- 
paign General Wavell, then G in-C Middle East forces, asked that 
the American Field Service should be attached to his Command, and 
from November 1941, the Amencan Field Service men served with 
Eighth Army in Egypt and North Africa They also took part in the 
Itahan campaigns Dunng these campaigns they suffered their 
qupta of killed, wounded and captured as a result of their insistence on 
serving as far forward as possible They claimed at that time to have 
driven over a million and a half miles and to have evacuated one 
hundred and fifty thousand casualties 

Extending their activities they volunteered to provide an 
ambulance company approximately three hundred strong for service 
on the Burma front, and m June 1943, their advance party arrived to 
make arrangements for the reception and employment of this company 
The first portion of the mam body arrived late in July 1943, 
determined in their enthusiasm to be ready for service against the 
Japanese by the end of August 1943 Their motor ambulance section 
could not, however, be equipped and provided with the additional 
Indian and British personnel until the second half of October 1943, 
when the first section moved to Manipur Road , the second arrived 
there in the second half of December 1943, and the others early m 1944 
The establishment of their unit was supplemented by the 
addition of several British IVOs, a number of Indian General Service 
Corps personnel and the necessary number of mess servants, water 
earners and sweepers In the early days the company consisted of 
a base and advanced headquarters in Poona and Imphal respectively 
The motor ambulance section was commanded by a major (later 
promoted to lieut colonel) and consisted of four sections each with 
a lieutenant in command Of these, three sections were composed 
of 4X4 Chev heavy ambulances (25 in each) and one section of 
jeep ambulances (24, later 36) The motor ambulance section was 
later reorganised to consist of two platoons each sub divided into 
three sections, each section having its component of heavy and jeep 
ambulances They provided 50 jeep ambulance cars, 40 large motor 
ambulance cars, 30 load earners and miscellaneous vehicles 


Dunng the Assam Burma campaign the Amencan Field Service 
seems to have been everywhere * In divisional medical unit war 
diaries time and again a simple note appears “ Evacuation by jeep 
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ambulance (American Field Service ) No detailed account of 
their activities can be given here. Reference must, however, be made 
to their valuable work, which received the highest praise from the 
medical authorities in the Kohima-Imphal battles, in the fighting 
march of the 17th Division from Tiddim, in the advance of the East 
Africans and XXXIII Corps down the Kabaw Valley. One high 
ranking medical officer paid tribute to them m the following words : 
“ The only fault I can find with them is that they wish to go, and 
do go, too far forward ”. Three hundred and seventy men received 
the Burma Star. 

It may be recorded that the American Field Service, late m 
1944, made the generous offer of procuring pilots and planes for 
evacuation of casualties. However, due to organisational difficulties 
and the shortage of maintenance personnel, it was considered im- 
practicable to fit in an air echelon of the Service into the Fourteenth 
Army set up. 

Many of their names are well known to Indian Army officers 
who served in the Middle East or Burma. In India their commanding 
officer was Major, later Lieut.-Colonel, Chauncey B, Ives, a New 
Deal lawyer, who saw service during this war in Finland, Norway, 
Syria, Egypt, Libya and, finally, on the India-Burma front. 
Mr. Laurance Marsh, lieutenant in the United States Navy, was 
appointed to succeed Major Ives in April 1944, and stayed in com- 
mand until the termination of their work. He was promoted to 
lieut.-colonel when the enlarged contingent arrived from Italy. 

Captain John Pemberton led them in the early days in Assam 
and had with him Captain John Patrick, a Hollywood script writer 
and playwright, who also edited their light hearted service magazine, 
the American Indian. 

Lieutenant Hug Parker made a name for himself when he led 
a party of seven American Field Service personnel who escaped from 
the Japanese custody through the jungle carrying their wounded when 
the 17th Division was cut off on the Tiddim Road. The men of the 
1 7th Division had much for which to thank the American Field Service 
men who came through with the Division at the battle of mile-stone 
109. 

Then there is the tale of Karl Rupert, forty-seven years of age, 
who was seen carrying wounded from his ambulance to the safety 
of a slit trench while under mortar fire. This is typical of the service 
given by all these volunteers. 

Another of their number, Lawrence Saunders, when over fifty, 
was captured in 1942, while carrying wounded Newzealanders and 
was for fourteen months a POW in Italy. He was repatriated to the 
Middle East only to come out to India and to have both legs broken 
on the Tiddim Road. Even this was not enough to damp his 
enthusiasm. 

The finest episode in American Field Service records is of Neil 
Gilham whose exploits during the defence of Imphal won for him the 



APPENDIX V 


547 


George Medal The Supreme Allied Commander South East Asia 
at the time of the decoration said that if Gilliam had been a British 
subject he would have been awarded the Victoria Gross 

The last to leave India was Major, later Lieut -Colonel, W W 
Phillips who, having served in Syria, hliddlc East and Italy, became 
their histonan Phillips is a novelist and served m the Spanish 
Civil War 

The spirit of these men and of their Service is summed up m 
the tale of a near-mutiny by four volunteers when they were detailed 
to return to their base as being unfit to stand up to the amount of 
marching required in the next phase of the campaign The loudest 
and most indignant protests came from two with a wooden leg 
apiece 

One might imagine from their habit of joining m any war 
that they could find, cither as private individuals or as members of 
the American Field Service, that many of them would wear an im- 
pressive collection of assorted medal nbbons Some of them, indeed, 
have been specially decorated in the field on a number of occasions 
and they arc all entitled to wear the campaign service ribbons of the 
various national forces with whom they have served Wearing one’s 
medal ribbons is, however, one of those things that just are not done 
in the Amencan Field Service, and so the oldest and most gallant 
veteran is no more dazzling to the eye than the newest refcrmt 

Before VJ Day, arrangements were made for the employment 
of a company of 350 American Field Service personnel who had been 
serving m the Middle East These men were, however, not moved 
to India, and the company serving with ALFSEA returned to India 
for repatriation to the USA m October 1945 

These volunteers retained their admiration for Indian troops 
and continued friendships made in the war days They have corres- 
ponded, some have visited India and many are happy to welcome 
Indian students at their American Field Service Club house 


The spint and work of these gallant men have been very well 
summed up by DDMS Fourteenth Army m the following words — 
“ It was the constant plea of the unit that it should be used 
with the forward troops, and this plea was gratified on ever> 
possible occasion The devotion to duty and gallantry of this 
band of men were an inspiration to all who came m contact with 
them, and was only equalled by the tenderness and care they 
displayed towards the sick and wounded placed m their 
charge ” 

Casualties suffered by the Amencan Field Service were as 
follows — 


Killed 

Wounded 

POW 

100 per cent 


All Theatres India Burma Command 
36 9 

70 4 

13 — 

suffered from dysentery and/or malaria 
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The following decorations were received By the Service : — 



All Theatres 

India-Bnrma 

Command 

George Medal 

I 

I 

CBE 

I 



QBE 

7 


BEM 

25 

2 

Legion of Honor 

i 

— 

Medialle Mihtaire 

3 

— 

Croix de Guerre 

54 

— 

Bronze Star (US) 

Bronze Gross of Merit with Swords 

I 

— 

(Polish) 

8 

— ; 

Mentioned in despatches 

58 

9 
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The History of Seagrave Hospital Umt 

The Seagrave Hospital Unit' had its origins m the special 
conditions of medical work prevailing in the Shan States of Burma 
during the twenty years before the Japanese invasion of Burma in 
1942 The Shan States area is the largest administrative division 
in the whole of Burma, with a relatively small population scattered 
widely over the mountains and valleys of the Irrawaddy — Salween 
Divide Throughout this area it had always been found extremely 
difficult to secure doctors and nurses except in the four or five largest 
towns The only hospital available for the hundreds of thousands 
of people on both sides of the border wis the American Baptist Mission 
hospital at NamUiam m the populous valley of North Hsenwi State 
In 1922, Dr Gordon S Seagrave was sent to this hospital by the 
American Baptist Mission Kachms of the area were especially 
anxious to avail themselves of surgical attention when ill and the 
hospital promptly developed a wide surgical practice The local 
rulers were anxious to have hospitals opened in their own areas as 
soon as possible But it was quite apparent that it would be a great 
many years before sufficient doctors or nurses could be secured to fill 
the needs of all the people The training of doctors was, of course, 
out of the question and it only remained, therefore to tram as many 
nurses as possible so that nursing care, at least, would be available in 
as many places as possible The American Baptist Mission Hospital, 
therefore, in 1923, began the training of nurse-midwives, making a 
special effort to teach them simple compounding and the recognition 
and care of the most common diseases of the area Because of the 
amount of surgery done in the hospital, nurses on graduation made 
very effective surgical assistants during surgical operations On 
graduation they were placed m charge of small branch dispensary- 
hospitals of the nursing home type from which the most severe cases 
were sent to Namkham for treatment Student nurses were placed 
on duty with these graduates, serving one or two months m rotation, 
thus gaining a sense of responsibility in their work Dunng the few 
years before 1942 a number of doctors had been given short courses 
of training m surgery At the end of 1941 this hospital had the only 
training school for nurses and midwives in the Shan, Kachin and 
Karenni States of Burma 

With the building of the Burma Road and the opening of a 
factory for the manufacture of aircraft m China only four or five 
air miles from Namkham, the type of work done by the staff of the 
American Baptist Mission Hospital at Namkham assumed a different 
aspect, which had a strong bearing on the character of the Seagrave 
Hospital Umt The first 300 miles of the Burma Road, north of the 
railhead at Lashio, covered an extremely malarious country, and 
hundreds of labourers working on this road died of malignant malaria 

«H/5/6o/H(M) 



550 ADMINISTRATION OF MEDICAL SERVICES 

« 

as well as other diseases. For a time it seemed that the work on the 
road would have to be discontinued for lack of labourers. The air- 
craft manufacturing company across the valley employed thousands 
of Chinese of all classes whose medical cares it was found, the Chinese 
staff could not handle. The staff of the American Baptist Mission 
Hospital at Namkham was asked by the Americans to assist in the 
medical work for the Chinese at the factory and, at the same time, 
the British officials in Burma demanded assistance m taking care of 
workmen who were building the Burma Road This resulted not 
only in the Burmese doctors and nurses of the hospital learning the 
Chinese language but also in a great widening of their experience and 
capability m assuming responsibility under difficult circumstances. 
When, m 1940, Japanese bombed the aircraft factory, the training 
was completed for doctors and nurses learned to operate on and 
nurse war casualties. 

This, then, was the position of Dr. Seagrave’s Hospital when, 
in December 1941, the Japanese began the attack through Siam 
and Malaya. It seemed to the staff of the hospital that when Burma 
was attacked by the Japanese Army the Indian and Burmese medical 
services personnel would be transferred to the Army in Burma, leaving, 
perhaps, large areas where civilians would not have medical and 
surgical attention in the event of bombing. It was decided, therefore, 
that Dr. Gordon S. Seagrave and Mr. William Cummings, an agri- 
cultural missionary m the same area, should proceed to Rangoon 
and volunteer the services of the staff of the hospital and nurses train- 
ing school to the Government of Burma or to the commanding general 
of the Army in Burma as a mobile hospital unit primarily designed to 
do medical and surgical work for the civilian population. 

The offer of this unit was made to the commanding general 
of the Army in Burma at Rangoon on 27 December 1941, just after 
the second bombing of Rangoon by the Japanese. The commanding 
general accepted the offer of a mobile surgical unit and American 
lend-lease officers made available six large trucks for the transport 
of the unit when ordered to move by the authorities. Equipment 
for the mobile surgical unit was also furnished from American lend- 
lease. 

This first move into the southern Shan States was made only 
by half the total personnel of the hospital ; the remainder stayed on 
at Namkham to continue the work for civilians and be ready as 
reserves m case of an emergency. 

The mobile surgical unit was ordered to set up its headquarters 
at Loilem, m the southern Shan States, since that town was the 
junction for all the main roads of that area. The status of the unit 
at that time was entirely civilian but an honorary lieut.-colonelcy was 
given to the commanding officer — Dr. Seagrave — to facilitate the 
work of the unit with the Chinese Army. The unit was under the 
control of British liaison officers assigned to the Chinese Army. The 
total strength of the unit at the time consisted of Dr. Seagrave, 
Dr. Ba Saw Dwe, Dr. George N. Tu, Mr. Cummings (as administrative 
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officer), SIX American and Burmese missionaries who had volun- 
teered to act as drivers, thirty-four Burmese nurses, and twelve 
Burmese men who had volunteered to do any heavy work connected 
with the service of the unit This was a very small unit to be respon- 
sible for the care of an entire Chinese Army spread out over a front 
of some four hundred miles from Indo-China to Burma proper 
Orders had been given by the British Army authoriUes that, besides 
rations and POL, the unit was to serve entirely without pay Two 
English missiona'y doctors, Dr T R V Gurney and Dr Barr- 
Johnston, \olunteered immediately to serve with the umt Dr Barr- 
Johnston was assigned to the area east of the Salween river where 
he was joined by a volunteer Chinese doctor — Dr E Y Tang 
Dr Gurney took the central portion of the southern Shan States 

Since Loilem was from one hundred to tivo hundred nules from 
the front it was quite apparent that one hospital in Loilem would 
not be able to serve casualties of the Chinese Sixth Army in any effec- 
tive way The only possibility of real service would be to open small 
clearing stations much closer to the front and leave them in charge 
of staff nurses assisted by student nurses Six of these clearing stations 
were opened, the most forward position being commanded by Lazum 
Htu Lum, the chief nurse of the unit But clearing stations under 
nurses could not possibly prove effective without constant supervision 
of the doctors serving at the front Amencan lend-lease, therefore, 
furnished six jeeps to make this supervision possible 

Until the middle of March 1942, there were no action casualties 
among the Chinese What casualties there were occurred as a 
result of accidents to lorries transporting troops from Chinn, to the 
front Hundreds of Chinese, ho^vever, had to be hospitalised because 
of illness since few of their troops were fit on entry into Burma At 
that time the unit’s only casualty of the war occurred when chief 
nurse Lazum Htu Lum was killed in a jeep accident Her place was 
ably taken by nurse Ma Koi 

About the middle of March 1942, Lieut General Joseph W 
Stilwell assumed command of the Chinese Army as chief of staff for 
Generalissimo Ghiang Kai Shek When Dr Scagrave found that 
an Amencan general ^vas in command of the forces to which his unit 
had been assigned, request was made for transfer from the British 
liaison group to the Amencan Army This transfer was completed 
at the time that the Chinese Fifth Army took over the defence of the 
central front in Burma, immediately north of Toungoo General 
Stilwell at once gave orders that Dr Seagrave’s umt should be divided 
into two groups, one to remain in the Shan States serving the Chinese 
Sixth Army, which was still not m action, the other to proceed 
immediately to the neighbourhood of Pymmana, m central Burma, 
to care for the hundreds of casualties being sent back from the front 
lines of the Chinese Fifth Army Simultaneously with this order 
General Stilwell sent forward a Friends’ Ambulance Unit group to 
serve with Dr Seagrave’s unit Chinese stretcher bearers and first 
aid men transported casualties from the front line a short distance 
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to where the Friends’ Ambulance Unit, under fire, picked them up 
in their trucks and transported' them back along the main Rangoon- 
Mandalay Road to Dr. Seagrave’s unit. 

At the beginning of this assignment four of the unit doctors 
remained with the Sixth Army in the Shan States and Dr. Seagrave 
carried on alone at the Fifth Army front until two Americans — Captain 
John H. Grindlay, M. C and Captain D. M. O’Hara, D. C. were 
ordered by General Stilwell to join the unit. Dr. Seagrave was given 
a commission as a Major in the Medical Corps of the United States 
Army on 20 April 1942, but all other personnel in the unit were kept 
on a civilian basis. Funds to pay the personnel small salaries were 
furnished by the Chinese Red Cross. 

As the Chinese Fifth Army fell back, the unit was ordered farther 
to the rear until it was half-way between Meiktila and Mandalay when 
the Japanese, on a flank drive north-east into the Karenm State, 
broke through the weak Chinese Sixth Army and sealed the fate of 
the 1942 campaign m Burma. Personnel of the unit who had been 
serving in the Shan States and at Namkham were given their choice 
of being flown to India or returning to their homes. Fourteen nurses, 
two English doctors, one Burman doctor, the administrative officer, 
Mr. Cummings, and the American missionary truck drivers were 
flown from the aircraft factory site near Namkham to Dinjanin Assam. 
Major Seagrave, nineteen nurses and one male nurse, one Burman 
driver and several others were ordered to march out on foot with 
General Stilwell’s party. For their nursing care to American Army 
officeis and men on this march out of Burma, all the nurses were 
subsequently decorated by General Stilwell. 

On arrival at Imphal, Assam, the future status of the Seagrave 
Hospital Unit, as it was then named by General Stilwell, was dis- 
cussed. It was decided by the General that Burman personnel should 
be kept on a civilian basis and American personnel should be military, 
with both the military and civilian branches under the command of 
Major, later Lieut. -Colonel Seagrave. Until such time as General 
Stilwell’s plans for a Chinese Army training centre in India could be 
carried out, the unit was ordered to assist military and civilian autho- 
rities at Gauhati, Assam, in caring for Indian and British evacuees, 
both military and civilian, from Burma. A hospital of some two 
hundred beds was filled continuously until, on 7 July 1942, the unit 
was sent to Ramgarh, Bihar, with orders to take over the former POW 
hospital and serve Chinese troops until a total of four hundred and 
fifty beds was being cared for, at which time a second American 
hospital unit would be assigned the care of the remaining half of the 
hospital. The Chinese who marched out of Burma, however, were 
in so much woise shape than had been anticipated that the Seagrave 
unit, augmented by medical officers and other ranks, was actually 
caring for more than 1,250 beds before a second American hospital 
unit arrived. ^ This total number of beds was not filled entirely by 
Chinese troops. About 150 were reserved for Indian soldiers and 
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personnel who %vere assisting the American forces at Ramgarh, and 
about 75 beds were reserved for Amencans 

Colonel Seagrave remained in command of both the Amencan 
hospital units unUl March 1943J wherj he and half the Seagrave unit 
were transferred to the Naga Hills in support of the 38th Chinese 
Division, ^vhlch was screemng the Indian, Amencan and Chinese 
engineers ^vho were building the road into Burma from Ledo, Assam 
This road was later called the Stilwell Road The second half of 
the Seagrave unit was transferred to the Naga Hills at the end of May 
1943 Apart from minor patrol actions, the service m the Naga Hills 
until October 1943, was almost purely medical in nature The unit 
served m three widely separated posts in the Naga Hills, at Tagap 
Ga, at Hkalak Ga and at Htpachet Hi, all of these posts some three 
or four days march fonvard of the roadhead Quarters for personnel 
and ivards u'ere built by Garos, Nagas and Nepalis as well as by 
the umt’s Burman personnel from jungle bamboo and grass thatch 
Rations and medical supplies were dropped by air 

Towards the end of October 19J.3, the Chinese were ordered 
fonvard into the Hukawng Valley and soon closed wth the Japanese 
At the beginning of this campaign the Seagrave unit served both 
as a mobile surgical hospital with the front lines and also as a clearing 
company But a number of Amencan medical units soon reached 
the front and took over the front line surgery except for an occasional 
flank move where the acquaintance of the Burman personnel of the 
Seagrave umt with the terrain and the local languages made them 
especially valuable Otherwise the umt served as a clearing com- 
pany evacuating the casualties by stretcher and air to the larger 
Amencan general and evacuation hospitals in the Ledo Area Shortly 
after the commencement of the campaign in the Hukawng Valley a 
small number of nurses from the Seagrave unit were transferred to 
the rear to assist m opening a hospital for the Amencan and Kachm 
Rangers of Detachment 10 1 of the Office of Strategic Services 
Simultaneously, various Amencan hospital umts and hospital person- 
nel were assigned to work with the Seagrave unit for varying periods 
of time The personnel of the Seagrave unit, having worked in all 
sorts of jungle conditions for many years, were assigned to tram them 
m the technique of surgery under difficult circumstances in the jungle 
and without proper apparatus, since the Amencan equipment of those 
umts was too heavy for jungle transportation 

This remained the situation until the air field at Myitkyina was 
captured by the Amencan troops under General Mernll As the 
Chinese troops were flown in to assist m holding the air-field and 
captunng the town of Myitkyma that part of the Seagrave unit which 
had not marched to hlyitkyina with General Merrill’s forces was 
flown in to Myitkyma from the air-field at Mamgkwan in the centre 
of he Hukawng Valley It should be pointed out that both m this 
campaign, which ended at Lashio m March 1945, and in the first 
campaign m 1942, the Burman nurses of the Seagrave umt were the 
only women permitted to serve in the front Unes anywhere on the 
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American- Chinese front. Their personal bravery and courage in 
assisting in the surgical treatment of casualties under fire, whether 
that of rifle, mortar or heavy gun, was noted by everybody and never 
more so than in the battle of Myitkyina where no cover was available 
to conceal the unit from the Japanese. The unit was located less 
than three miles from the Japanese line. 

Because of its proximity to the front lines hundreds of casualties 
were brought back within half an hour or an hour of having been 
wounded. This was of tremendous importance m view of the very 
large number of casualties suffered by the Chinese troops, several 
regiments of whom had never seen action before being sent to the 
front lines. Hundreds of lives were, therefore, saved which would 
definitely have been lost had the unit been assigned a place of greater 
safety. Evacuation was direct by air from the unit’s hospital to the 
evacuation and general hospitals in the Ledo area. Air supply 
reached a peak of efficiency. On one occasion, during a fierce spell 
of fighting, a request for plasma and drugs was placed with the pilot 
of one of the Dakotas and the supplies were delivered in four 
hours. 

After the fall of Myitkyina theie was a period of two months of 
inactivity during which the Chinese Army was regrouping and 
training replacements. The day after the fall of the town the unit 
was, therefore, ordered to open a five hundred bed tent hospital on 
the banks of the Irrawaddy where wounded and ill Chinese troops 
could recuperate in preparation for the continuance of the campaign. 
During this time casualties were also sent to the unit by rail from 
the Mogaung-Kamaing area. No patients were evacuated to Assam 
excepting those who were completely unfit to return to duty. 

On 15 October 1945, the newly constituted Chinese First Army 
began the drive south on Bhamo. The Seagrave unit, augmented by 
the addition of eight American medical officers and one hundred 
enlisted men, was ordered forward m sections with the Chinese 
regiments, the main section of the unit again acting as a clearing station 
until the siege of Bhamo when it began to take on the character of a 
mobile evacuation hospital. It had been discovered that hundreds 
of Chinese casualties, after recovery in the large base hospitals in 
Assam, disappeared when ordered to rejoin their regiments and it 
was decided by the combat surgeon that all casualties which could 
possibly be returned to the front lines should be treated until fit 
m the forward area. This assignment was given to the Seagrave unit 
since Its very unorthodoxy increased its adaptibility. In accordance 
with this order, from the fall of Bhamo until the end of the war, all 
casualties which were not hopeless were kept with the unit and were 
moved forward by truck along the Bhamo-Lashio Road whenever the 
unit was ordered forward. Since the unit’s main section was alwa)^ 
located within a few hundred yards of the divisional command 
post, this new type of hospital proved very effective in dealing with 
Chinese troops since thev never left the area of command. _As the 
campaign ended beyond Lashio, the unit, then located at Lashio, was 
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ordered to return to its pre-war parent hospital at NamUiam and 
rebuild the bombed out hospital buildings 

The Seagrave Hospital Unit, therefore, was the only hospital 
unit to serve Chinese and American forces from the beginning of the 
war m Burma until the latter part of 1942 In the words of Lieut - 
General Sun Li jen, commanding general of the Chinese First Army, 
hundreds of his men had been wounded seven or eight times each 
and yet had, after operative care by the Seagrave Hospital Unit, 
still been able to return to combat duty at the front 
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The Indian Tea Association Eastern Frontier 

Projects^ 

The account of the work done by the medical organisation 
of the Indian Tea Association (ITA) covers the period from February 
1942 to October 1945. Early in 1942, when the Japanese forces 
were rapidly invading Burma and Malaya, it became obvious that 
the eastern frontier of India was to become of vital importance in 
the defence of India. The ITA took up the task of organising a 
supply of labour to assist the military forces in building roads, aero- 
dromes and camps and in evacuating refugees. 

The medical department of ITA had to build hospitals and 
organise treatment, undertake malarial control and provide suitable 
drinking water for a peak number of 120,000 labourers. The work 
was arduous, conditions unfamiliar and the diet, of necessity, frequently 
not well balanced. Whenever possible, therefore, labour was only 
engaged in work for three months or so at a time and then replaced so 
that, m all, a very large number saw service on the projects and were 
controlled by some 358 liaison officers. The larger projects were 
supervised by 17 whole-time medical officers at various times and the 
smaller ones by the part-time local doctors. They were assisted in 
the 259 camps by a subordinate staff of 259 assistant medical officers, 
270 compounders, 270 malarial inspectors, 1,040 dressers and junior 
staff such as sweepers, watchmen, cooks and water carriers in the 
hospitals of the various undertakings. Gamp sweepers were recruited 
on a scale of i per cent, of the total labour force and were under the 
supervision of the malarial inspectors. There were three major road 
projects — Ledo, Manipur and Aijal — with a whole-time senior medical 
staff, twenty-five aerodromes, ten shingle and quarry projects and six 
other miscellaneous projects under a part-time European medical 
supervision. 

The difficult climatic conditions and terrain, over which much 
of the work was done, made heavy casualties, inevitable. There were 
m all 6,884 deaths among the labour force admitted for compensation, 
a rate of 2 23 per cent. The average daily sick figure for all projects 
was 3 per cent. 

The provision of pure drinking water supply was a first 
consideration and the scientific department of the ITA was asked for 
officers and staff to provide such a supply to the labour employed. The 
whole of this work was carried out by three members of the Tockim 
staff assisted by seven planters and four men who had been evacuated 
from Burma. Tube well supplies, in which contamination or pollu- 
tion does not normally occur, were only occasionally installed, as 
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in most of the camps the nature of the soil or the terrain itself prevented 
their use The department had for some time been experimenting 
successfully with the sterilisation of polluted water by means of silver 
electrolysis, and, therefore, it was decided that this method should be 
used in preference to the accepted method of chlorination, which, as 
is well known, imparts an unpleasant taste and consequently almost 
certainly could be expected to drive the labourer to untreated and, 
therefore, probably polluted water supplies 

When sterihsation of water had to be done in tins, each tin 
was treated by immersing a pair of silver electrodes (made of beaten 
out silver rupees), across which a 4^ volt current was passed from 
a torch battery, for thirty seconds "with vigorous stirring After 
standing for half an hour, tests showed that even if the water was 
cloudy sterilisation was effected 

In the Lekhapani camp, destined to hold over 15,000 labourers, 
50,000 gallons daily were pumped by a steam-driven reciprocating 
pump through three inch asbestos cement and two inch galvanised 
iron pipes to steel tanks situated in various parts of this vast camp 
Sterilisation was effected by inserting two large silver electrodes in 
the mam pipe on the delivery side of the pump, and passing a 12 volt 
current from two car batteries Regular tests of the water from the 
tanks showed that the treatment was effective The water from the 
river was generally clear and only occasionally slightly cloudy 

In the case of the Manipur Road camp, five miles from Dimapur 
(for 5,000 labourers), concretf tanks were constructed near the river 
and water was pumped by hand with military type lift and force 
pumps Since the w ater in this nver was very often extremely muddy, 
arrangements were made to clarify the ivater m a settling tank, using 
the commercial brand of sulphate of alumina (aluimno ferric), before 
passing It through a specially constructed concrete box containing the 
silver electrodes fed with a 12-volt current It was found that 10 
milliamps flowing across silver plates for one hour was sufficient to 
release enough silver to sterilise i ,000 gallons of clear water after half 
an hour’s standing subsequent to passing the current The amount 
of silver required was minute — i part of silver in 100 million parts 
of water was effective if the water was clear Cloudy water required 
up to ten umes this quantity depending on the cloudiness 

In August 1942, after the evacuation of the refugees from Burma 
through the Hukaivng Valley and Chaukan Pass routes had been 
completed, the ITA organisation on the Ledo Road project closed 
down temporarily, but the water supphes which had been installed 
m and around the base camp at Lekhapani were handed over to and 
used by the mihtary units which remained there 

It should be emphasised that m no case did any medical officer 
ever trace water-borne disease to water which had been obtained 
from a stenhsed source, though it must be admitted that at times 
sanitary conditions left a lot to be desired , 
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LEDO PROJECT NO. I 

This project was started early in March 1942, primarily to 
build two roads into Burma for military purposes over the Pansau 
and Chaukan passes respectively. In the early days the predominant 
factor was speed, as this project was of first priority. Labour arrived 
at the rate of 1,600 per day and as the physique of some of the drafts, 
in particular those from the Indian States, was very poor the medical 
staff was overtaxed right from the beginning. However, a large base 
hospital with accommodation for 250 beds and, in an emergency, 
300 beds, was completed by the beginning of Apnl 1942, for a camp 
which by that time accommodated 10,000 labourers. 

Batteries of pucca bore-hole latrines were placed in the jungle 
at the western edge of the hospital, and another fifty yards further 
into the jungle were the isolation wards. 

Another fine hospital of 250 beds was built at Miao on the 
Chaukan Pass route. There were, in addition, twenty-four other 
small hospitals at intervals along both the roads, all staffed and stocked 
by the ITA. 

The equipment of the base and Miao hospitals was suitable for 
all possible demands and included pressure sterilisers and arrange- 
ments for cold storage. Two small subsidiary hospitals, one for the 
Assam Rifles and Professional Garner Corps porters and the other for 
the sick evacuees, were also under the ITA administration. 

The question of sanitation was never satisfactorily solved at 
any of the camps. At Lekhapani bore-hole latnnes were tried, but 
without success in most cases, for the reason that, at six feet or less, 
tightly packed shingle was found ; in any case, with a population of 
some 14,000, this type of latrine would have proved an impossibility 
owing to the large amount of labour required for its construction. 
Slit trenches were therefore built in the jungle outside the perimeter 
of the camp, but, with ignorant and undisciplined labour to deal with, 
great difficulty was experienced in persuading them to go as far as 
that and a large number of sweepers were required for carrying out 
sanitary duties. 

By the beginning of May 1942, camps at suitable intervals had 
been established as far as Miao and Nampong, at the foot of the 
Pangsau Pass, and 25,000 labourers were at work. 

On 12 May 1942, all road work stopped and arrangements 
started to cope with the evacuation of 5,000 to 10,000 refugees from 
Burma over the Pangsau Pass and down what was then known as the 
Jeep Road. Fortunately, the' resources of the organisation were 
sufficient to be able to feed and treat the 22,000 refugees who eventually 
found their way to Margherita. Another six camps with medical 
staff were quickly pushed out as far as Namlip, eighty miles from 
Lekhapani, over very difficult country and at the worst time of the 
year. 

All the hospitals up to the Burma border were specially stocked 
with drugs and special articles such as milk, marmite, etc. In addition, 
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road-sidc stalls ^^cre erected with a compounder in charge of each to 
provide minor first aid and light snacks 

\l Nampong, the first hospital m /Vssam on the evacuation route, 
all evacuees received a cholera injection and were seen by a medical 
officer The hospitals vs ere kept for refugees who were ph>sicaUy too 
ill to proceed further and had to be evacuated by stretcher 

The refugees, it is true, brought back exaggerated stones of the 
number of deaths on the road at this stage No estimate can ever 
be correct, but it appears probable that the total number of deaths 
between Nampong and Namhp are not likely to have exceeded loo up 
to 12 June 1942 It was later on, when the camps had been withdrawn 
and refugees despite the orders of the political officer insisted on 
leaving Shmbwi>ang where they were being fed by air, that the deaths 
mounted terribly and the steep grass covered slope leading up from 
the river to Ngalang Ga became littered with pitiful little shelters, 
which had been built by those who could go no further and in which 
they la) down to die 

Ihcrc were no special epidemics or diseases, the majority of 
the deaths being primarily due to exhaustion It may be taken as 
definite that there were not more than five or six cases of cholera 
between Namhp and Marghenta There was only one ease of small- 
pox Nearly evcr)onc suffered from a form of colitis which seldom 
turned to d)sentcry m the early stages, but later dysentery increased, 
mostly in the bacillary form Choleraic diarrhoea was found occa- 
sionally Malana was increasing m July 1942, but there had been 
unusually few cases for that time of the year 

The condition of British troops was much below that of other 
evacuees and the condition of Indian troops was above that of civilian 
evacuees Gurkhas were mostly in excellent condition and the 
majority were able to carry their equipment The daily sick rate 
was 3 5 per cent There were 1.52 deaths in all, which shows a rate 
of 2 58 per cent over the whole penod of the project 

The disease which undoubtedly caused most anxiety was menin- 
gitis, of which there were 183 eases and 55 deaths, giving a rate of 
30 05 per cent This disease was exacerbated by the crowded condi- 
tions particularly in the base The incidence of malana in such a 
large number of unsalted labour was high, 1,986 cases were hospita- 
lised and there were 88 deaths with a rate of 4 43 per cent After 
meningitis the diseases causing greatest concern as regards treatment 
were choleraic diarrhoea and dysentery — a large number of the latter 
being of a fulminating bacillary type There were 49 deaths due to 
the former and 51 deaths due to the latter out of 575 and 1,450 eases 
respectively, representing rates of 8 52 per cent and 3 51 per cent 
Latterly, the incidence of ‘ Naga sore “ was high and stubbornly 

s Synonyms Tropical Ulcer Jyngic Sore— The oustanding features of the lesjons -were 
then chromcity and the fact that they show ed little response to treatment These lesiom 
were mamly associated with Leishmania tropica Diphthcnod organisms have been re 
covered from some smears A true secondary dephtheretic infection was also found in some 
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resisted all forms of treatment. There were 33 deaths out of 260 
cases of pneumonia — a rate of 1279 per cent. The Indian medical 
staff worked magnificently throughout the four months. 

This then was the Ledo Project No. i — seven weeks’ work done 
in time to enable 22,000 refugees to be fed and shepherded to safety 
during two months of the monsoon and through some of the most 
difficult terrains in the world. 

LEDO PROJECT NO. 2 

This project does not come next in chronological order but is 
described here, nevertheless, as it was an outstanding example of what 
could be done when there was time for preparation. It was a compact, 
highly organised project rising to a peak of 6,000 labourers, an average 
daily population of 3,762, and lasting five months from 20 January 
to 20 June 1943. 

Particular pains were taken with the personnel and staff as 
it was the first major project undertaken and was completely under 
American control. Each camp consisted of 500 labourers and the 
camps stretched from Baragolai some forty-one miles to Nampong. 
The base camp hospital was very conveniently placed at Lekhapani 
and many of the buildings of the first project hospital were used. 
Conditions were very different from 1942, as there was a motor road 
to Nampong and two ambulances and a truck were put at the disposal 
of the medical department. Sufficient warning was given for the 
PMO from Manipur and the chief liaison officer to meet the Americans 
and see conditions on the spot. A full range of drugs was brought 
up by road from Manipur and there were always two medical officers 
on duty. The subordinate medical staff consisted of 12 assistant 
medical officers, 12 compounders and 12 malaria inspectors The 
inspectors each had charge of 6 sweepers who sprayed all the quarters 
twice daily with pyrethrum in addition to their sanitary duties. 

The labour was well disciplined and despite the extremely 
unfavourable conditions which existed during the greater part of the 
project the health figures were excellent. The weekly works report 
asked for by the American medical authorities also proved very useful 
to the ITA medical department in compiling accurate statistics. 

A summary of the incidence, rates and deaths due to all diseases 
and to injury is given below . — 


Diseases 

Total 

Rate 

Deaths 

Death rate 
per cent. 

Malaria 

436 

II 58 

6 

i 38 

Helminthiasis 

2 

0 05 

0 



Dysentery amoebic 

13 

0 34 

I 

7 69 

Dysentery bacillary 

53 

I 40 

3 

5 66 

Diarrhoea 

93 

2 47 

X 

I 07 

Pneumoma 

59 

I 59 

4 

6 78 

Influenza 

107 

2 84 

I 

0 93 

Other pulmonary diseases 

1,146 

30 46 

3 

0*26 
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D stasei 


Nag \ sore 

E>C diseases 

Ulcer and skin disc iscs 

Sin ill pox 

Ciiickcn pox 

Mcningiiis 

Surgical— -major 

Surgical— minor 

Measles 

Otlicr diseases 

Total 


Tola! 


Df^lhs 

rah 

per cent 

9 « 

2 V 7 

0 

— 

10 

0 26 

0 

— 

GV 

i 70 

0 

— 

a 

0 50 

0 

— 

I 

0 20 

0 



2 23 

22 

’«> 10 

a 

0 a I 

5 

1)2 50 

aoQ 

j 50 

0 

— 

1 

0 oa 

0 

— 


_ i 9 _G 7 _ 

2 

0 27 



83 19 

■ 18 



The ivcrigc daily sick rate uorked out at 217 per cent 
Mepaenne prophylaxis was not administered and mosquito nets were 
not waitable except m hospitals Ihc ninety-one eases of ‘Nigi 
sores * generally responded to ‘ m ig sulpli compresses ^ till the slough 
could be removed , they were then dusted with sulpiiapyruhnc powder 
and, 111 suitable eases, stripped with cl islopl i'>t 


LLDO I’ROJlGT NO J 

The short term No a Project w w successful uid the American 
authorities were so impressed with the disciplined ITA contingents 
that they pressed for a long term project to be lun on similar lines 
The third project w is, therefore, st iricd m September 19 n with 
Darjeeling 1 ibour and throughout its cighlecn months durition all 
the usuil three monthly replacements were recruited from D irjcchng 
gardens PUc peak number employed wis lOjOUg uid the werage 
population was Jjtlao st itioned 111 thirty two camps stretching from 
lloragol 11, m Mirghcnti, iiO miles to bhmbwiymg A noteworthy 
feature of this project was that it started with only six camps m 
Assim md the rest all over the Uurinesc border Litterly dl the 
cimps were m Hurma The project was well orgunstd uid all the 
labour wis supplied witli mosquito nets ind thick woollen bJ inkcls 
I or the first time in the projects all the labouiers, clothes ind b! mkets 
were disinfested with steam because of the typhus prevalent in the 
Ilurm i jungles 1 his treatment was very successful is the incidence 
of typhus was limited to six minor ittacks with no fatalities ihc 
medical dep irtmcnt had the whole time use of two ambul mccs, two 
jeeps ind one truck He ilth was good and the sick r Uc v incd from 
only 1 to 3 per cent The hospitals were all well equipped ind after 
the mal ina epidemic the wliolc labour force received incp icrinc 
prophylactically daily 


MANIIUR ROAD IROJLCl NO I 

Conditions in Manipur Road Project No 1 were diiUcult 
throughout the project, vehicles and food were m short supply, and 
labour and military reinforcements were trying to move 150 miles up 
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a Single track hill road against the tide of the Burma Army and huge 
numbers of refugees crossing the frontier. 

There were some thirty camps stretching 183 miles from the 
Golaghat Road to Lokchao and supervised by five medical officers. 
In spite of the improvisations, the speed with which all the work 
had to be undertaken, and the general panic and disorganisation 
caused by two Japanese air raids on Imphal, the death roll did not 
exceed 235 with an approximate rate of i'5 percent, for the five months 
of the project. 

A malaria inspector with a squad of four men sprayed every tent 
and building daily between 05.00 and 08.00 hours with a pyrocide-20 
mixture. The incidence of malaria was outstandingly low. 

There were 17 cases of cholera with 10 deaths. 

‘ Naga sores ’ were introduced by Tea Districts Labour Asso- 
ciation labour. They caused a very definite loss of efficiency in several 
camps, even up to 5 and 10 per cent, in spite of the usual preventive 
measures having been adopted. It was coincidental with a plague of 
‘ eye-flies in those camps m which it occurred. Later it was very 
definitely shown that Naga sore is a disease of lower altitudes as no 
cases ever developed in labour consistently kept working at an altitude 
of 3,000 feet and above. 

Shortly before the start of Manipur Project No. 2 it was decided 
to move the hospital and all the camp labour of 1,200 up to milestone 
42 below Kohima and at an altitude of some 4,000 feet, where the 
large breach in the road had taken place. By the end of July 1942, 
the new hospital was functioning. The hospital was improved as 
and when possible, and by the cold weather Project No. 2 was com- 
pletely hutted and possessed a very fine stmi-pucca operating theatre. 

The nature of the work at the slip, as the breach m the road 
was called, was very arduous, the work going on m shifts day and night 
in the early stages and mostly in pouring rain. Indeed “ ram and 
mud and toil and sweat ” was the sequence for days on end That the 
road was opened for traffic only thirteen minutes later than the 
declared time was a miracle to the uninitiated and a triumph for all 
concerned — a triumph in which the ITA played a very great part. 

Owing to the inclemency of the weather and the long hours of 
work and exposure there were many cases of influenza and diseases 
of the respiratory system in the early days. Lowered resistence caused 
by these infections brought out many cases of latent malaria that had 
no doubt been contracted previously down at Dimapur. On the 
whole the health of the labour force was good and the average daily 
sickness was only 1*2 per cent. 

MANIPUR ROAD PROJECT NO. 2 

This project was begun in August 1942, and the military autho- 
rities, for strategic purposes emphasised the importance of the maximum 

3 Oscmidae (GhJoropidae) 
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available labour being employed continuously m order to double the 
width and tarmacadamise the existing single track hill road to Imphal, 
133 miles from Dimapur before the end of the cold weather This 
demanded a very highly organised medical organisation and mobilisa- 
tion of every kind of equipment available Work started in August 
1942, with 5 medical officers supervising 7,500 labourers m fourteen 
camps extending from Dimapur to milestone 42 By 3 December 
1942, more medical officers had arrived and 22,500 labourers were 
deployed in thirty camps up to milestone 114 At the end of the 
cold weather the medical department were supervising 2,380 labourers 
m four camps m the jungle During this period of nine months the 
sick rate was kept at a level of 3 per cent and the death rate at 2 5 
per cent During the cold weather greater insistence was laid upon 
the necessity of every hospital having a large vegetable garden, and 
the general health of the labour \vas well maintained 

In the spnng of 1943 the medical headquarters were moved 
up to 3,200 feet at Zubza, at the milestone 36 where a large well 
organised hospital of 150 beds was built so that debilitated cases could 
convalesce in a cooler climate and where senously ill and surgical 
cases could receive adequate treatment In May and June 1943, 
there was a lull in the work By July 1943, the tempo had again 
increased with camps established on the Palel stnp which stretched 
along the road to Lokchao By the beginning of 1944, 30,000 
labourers were at work and camps on the Tiddim Road had been 
opened In the early spring of 1944 all the forward camps had to 
evacuate to the base because of the Japanese advance on Imphal 
and Kohima By mid- 1944 the health of the Dooar labour was a 
matter of great concern as they had not the stamina to do any real 
work for any length of time despite the fact that they were fed on 
lOR rations and the death rate m their ranks was appallingly high 
The trouble was due to a gross Vitamin A and B deficiency brought 
on by the Bengal famine in 1943-44 % supplies of 

mulU vitamin tablets were, however, available and they proved in- 
valuable After the relief of Imphal, the labour force again pushed 
up the road as far as Tamu and a peak point was reached in February 
i945> ■'vhen 36,372 labourers were at work In addition, 5,000 
labourers on the Golaghat-Dimapur Road were supervised by a 
medical officer from Dimapur and in all some seventy camps were 
under the control of the medical department 

There were 2,923 deaths during the project m an average labour 
force of 19,080, which represents a mean annual death rate of 4 36 
per cent 


^ AIJAL ROAD PROJECTS NOS I AND 2 

As the Aijal road was neither one of the mam evacuee routes 
nor one of tlie mam spnng boards for the Burma invasion it never 
captured the imagination m the same way as did the Ledo and 
Manipur Roads Nevertheless, it was a major road project 
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The work to be undertaken was the construction of a jeep track 
eight feet wide and ninety-three and a half miles long from Dwarbund, 
in the plains of Gachar, to link up with the garrison town and advanced 
base of Aijal, m the heart of the Liushai hills, roughly following the 
old and very primitive pony track over the mountains Later, as 
military requirements increased, the original eight feet jeep track was 
extended to twelve feet and latei still to a fourteen feet wide road 
suitable for all ordinary military supply vehicles. 

Starting in June 1942, with 600 the labour force was increased 
to well over 12,000 monthly. Most of the labour consisted of Bengalis 
recruited usually from Sylhet and Eastern Bengal As the food 
position m their own country deteriorated and frequently famine 
conditions prevailed, there was an abundant supply of recruits, but 
they were often undernourished and weak. All were looked after, 
fed and inoculated against cholera at a special rest camp outside the 
barrier at Loharbund before admission In addition, all those who 
were admitted were vaccinated against small-pox and inoculated 
against typhoid-paratyphoid on arrival at their camps. Owing to 
the strenuous nature of the work and the unnatural living conditions, 
It was found that, apart from sickness, the general stamina of the 
labourers suffered deterioration after four to six weeks, and batches 
had often to be repatriated and replaced ; this accounted for the 
large total number employed. 

It was realised from the outset that the communications handi- 
cap must be accepted and the medical organisation so designed that 
all serious cases could be dealt with on the spot, particularly owing to 
the great delay involved in transporting the sick to the base on stret- 
chers. The question of a large hospital at the base was ruled out 
until such time as the road was built and transport freely available. 
The first step, therefore, was the building of a good indoor hospital, 
for 80 patients, 23 miles from the base at Chhimluang Later, by 
the end of August 1942, a second indoor hospital, with accommoda- 
tion for 90 indoor patients, was completed at Kolasib, a Lushai village 
40 miles from the base and 52 miles from Aijal 

Reference has already been made to the problem of transporting 
serious cases and the necessity, in consequence, of estabhshmg adequate 
indoor hospital accommodation at intervals and within reasonable 
distance of the camps ; these were finally spaced at about 20 mile 
intervals. The third indoor hospital was established 34 miles from 
Aijal and 60 miles from the base, at New Mualyum, situated near the 
top of a hill at an altitude of 3,400 feet. This had accommodation 
for 200 patients. From here it was found possible to evacuate all 
suitable cases by boat. To complete the scheme all that was needed 
was a small fleet of specially eqmpped boats and a good clearing 
indoor hospital at Katakhal m the plains, about 100 miles distance 
from Kuhcherra and within two miles of Silchar and a few hundred 
yards off the main hne railway station at Katakhal. 

With the extension of the work from January 1943 onwards, 
and with camps all the way to Aij‘al, Mualyum hospital proved to 
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be of the greatest value to the medical organisation Not only did 
It function as a large central indoor hospital covering nine camps 
spread over 22 miles of road, but m addition it also dealt with a cons- 
tant flow of sick evacuees from all the camps from Aijal to Bualpui— 
a stretch of more than 40 miles These sick evacuees arrived either 
on foot or on stretchers ivith their travelling report forms and were 
at once examined and assessed as to their fitness to proceed or the 
necessity for further treatment When fit to proceed, they were sent 
or carried down to Kuheherra — 3,000 feet below — where the hospital 
boats waited to take them on a two and a half days journey down 
the stream to Katakhal, where they again passed through the hands 
of the medical officer m charge, who either kept them in Katakhal 
hospital for a fe'w days for further care and treatment, or, if fit to 
travel, sent them on at once by train to their homes or, exceptionally, 
by ambulance to the civil hospital, Sdchar This evacuation scheme 
ivorked smoothly and was a great success, and it was certainly the 
means of saving a large number of lives which would otherwise have 
been lost m the extremely slow and arduous process of evacuating the 
sick all the way to Loharbund Altogether nearly 10,000 cases 
passed through the clean ng hospital at Katakhal and were sent on 
safely to their homes Out of this number only four deaths occurred, 
two from pneumoma, one from dysentery and one from cerebral 
malaria — contracted or due to a relapse on the journey down 

The next and last of the senes of indoor hospitals to be cons- 
tructed was at Neibawi, ten and a half miles from Aijal, and well 
situated at an altitude of 4,300 feet This hospital was completed by 
Alarch 1943, and had accommodation for more than 100 indoor 
patients, including its Isolation block , it served all the camps between 
Aijal and milestone 15 camp, both as a hospital and a medicine 
distnbutmg centre, and its usefulness was shown by the very large 
number of cases which passed through its hands, when its accommoda- 
tion was often strained 

Dunng the whole of 1943 the medical organisation had one 
large indoor hospital at approMmately eveiy twenty miles of the road 
and, in addition, the nineteen major camps were fully equipped with 
dispensaries and adequate indoor sick quarters The smaller camps 
had also a small dispensary with a compounder m charge Before 
the end of the year 1943 the main obstructions to regular transport 
at the long and difficult rock faces at tlie third, eighth, fourteenth 
and nineteenth miles from Aijal had been overcome and with a fleet 
of 15 cwt trucks regular convo-js, with proper timings at five 
gates, were soon organised This completely revolutionised the 
whole position and for the first time adequate transport was available 
for supplies and for the transport of sick to the mam hospitals or 
down to the base at Loharbund The Loharbund hospital was at 
once enlarged to meet these additional requirements and from 1944 
onwards functioned as a useful base hospital and evacuation centre, 
with Silchar twenty three miles distant This enabled the nver 
evacuation service from Mualyum and Kuheherra to Katakhal and 
the hospital there to be closed before the end of the year 1944 
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■ In addition to the large number of labourers employed the 
medical organisation throughout both the projects shouldered the 
entire medical responsibility for all service personnel and Porter Corps, 
either stationed on the road or during movements up and down 
the road, including water supplies of the military camps. Permanent 
sections of Sappers and Miners were stationed at central points where 
blasting operations were in progress. In addition, observation posts 
were built at vantage points every twelve miles and were for a time 
manned by RAF. Later they were replaced by units of the lAOG, 
Apart from the camp dispensaries, where treatment was always avail- 
able for them as out-patients, all the indoor hospitals were provided 
with special separate basha wards for military cases. Altogether 
3,870 Service personnel were treated, mostly as out-patients but quite 
a number as in-patients. 

In November 1943, ITA help was enlisted for the evacuation of 
refugees from the Chin hills, following the fall of Falam during the 
Japanese advance at that time. Their only way out was a mountain 
path which joined the Aijal Road at the third nule from Aijal, and 
here an inoculation booth was arranged which all had to pass, and not 
a single refugee was able to evade inoculation against cholera. From 
there they were looked after and fed at the fifth mile camp before being 
evacuated down the road by trucks to Kolasib, where the hospital 
staff provided them with a good meal before they were sent on to 
Loharbund. 

The ITA water service established six electric silverplate 
sterilising units at key points and these gave very good service through- 
out, and, in addition, there was one at Loharbund and one at Katakhal 
established in January 1943. Over and above the ordinary camp 
water supplies, a considerable number of fully protected road-side 
drinking water sites were established at regular intervals for the 
benefit of labour and military personnel constantly moving up and 
down the road ; these were all labelled with notice boards and 
drinking water sites for transport animals were also clearly labelled. 

One of the biggest and most important problems that had to 
be tackled and solved was the question of sanitation , this was an 
uphill struggle the whole time and meant a slow and painful process 
of educating large numbers of men entirely ignorant of the importance 
of this subject The difficulty was further increased by constant changes 
of labour. With the active interest and co-operation of all camp 
commandants in enforcing the necessary discipline, a high degree of 
success was eventually achieved Adequate numbers of well-built 
deep trench fly-proof latrines were constructed at the back of the 
camps, and the whole area very securely fenced and guarded Similar 
deep fly-proof pits for rubbish disposal were also provided at easily 
accessible points near the camp bashas. Roadside latrines were also 
constructed at approximately every half to one mile of the road and 
these were clearly labelled with notice boards and supplied with 
racks of bamboo chungas filled with water and inspected daily by the 
assistant medical officer responsible for that particular area. These 
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were very successful and after the first few months the whole road was 
clean and free from pollution 

The general organisation of the medical work was greatly 
simplified by regular transport facilities which permitted the closing 
of all the mam indoor hospitals up the road All the camps were 
equipped with dispensaries and sick quarters, as before They could 
then be moved, however, as self contained units ivith adequate accom- 
modation for temporary indoor patients and separate isolation bashas 
for contagious and infectious diseases Three of these, situated at the 
third mile, Kolasib and Ghhimluang, had rather more elaborate 
arrangements and could deal \vith extra numbers when required 
The office and mam headquarters ^vere then transferred to the base at 
Loharbund and the enlarged hospital there functioned as a useful 
base hospital and evacuation centre 

Every effort was made to ensure protection as far as possible 
against any preventable diseases by inoculation Altogether 256,598 
inoculations were given against typhoid, paratyphoid and cholera, 
and 131,719 persons were vaccinated as a precaution against small- 
pox For the permanent staff and those stationed permanently on 
the road, inoculation against cholera was repeated every three months, 
and every six months in the case of typhoid — paratyphoid These 
diseases were prevalent m an epidemic form in most areas from which 
the labourers were recruited It is satisfactory to record that as a 
result of these strict precautions not a single epidemic occurred during 
the whole duration of these projects There were, altogether, 17 
cases of small pox, 7 cases of cholera and i2 cases of typhoid fever 
Each individual case had contracted the disease prior to admission 
through the barrier at I oharbund, and the furthest that any cholera 
case got up the road was the second day’s march from the base 
They were immediately isolated in specially built and protected isola- 
tion bashas^ which were available and always ready for use at every 
camp and hospital There was not a single instance of the infection 
being conveyed from these patients to anyone else on the road 

Malana provided by far the highest number of cases of any one 
single disease, and 51,003 cases altogether were treated This was a 
very senous problem, particularly as there was a continual shortage of 
quimne and anti-malana drugs Tor the most part, use had to be 
made of insufficient stocks of quinine sulphate in injection form only, 
so as to obtain the greatest benefit possible The lower camps were, 
of course, the worst affected and at times as many as 50 per cent of 
personnel were suffering from this disease, and in some instances the 
abandonment of camps in consequence became necessary It was 
for the most part within the area Loharbund to Beelkatia, with an 
altitude between 800-1,700 feet, that malana was at worst The 
incidence of malaria decreased above the height of 2,000 feet The 
intensity of malana infection can best be appreciated by reference to 
the expenence of a few of the camps concerned during the malana 
season It was found impossible to maintain labour in the Kukipunji 
area, and camps there had to be closed At the halfway camp—' 
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fifteen miles from Loharbund — it was not uncommon to find 50 per 
cent, of the labour force on the sick list. It is extremely unlikely that 
any person working m this area escaped without at least one attack 
of malaria. 

From Kolasib to the thirty-fourth mile — a distance of eighteen 
miles — the average altitude of the road is about 3,000 feet and it was 
found that the improvement m malaria incidence was quite marked 
in the camps on this stretch. 

Over a period of sixteen months ending 30 November 1943, 
37,863 fresh cases of malaria were treated. This indicates that fully 
30 per cent of all personnel on the road, for which the medical orga- 
nisation was responsible, suffered from this disease. Out of this 
number and covering the same period, there were' altogether 136 
deaths, which works out at 0'35 per cent, of the total malaria cases. 

As regards spleen rates, though data is admittedly far from 
complete, the following records are of interest and allow of certain 
conclusions. Kukipunji, at the seventy-eighth mile and twelve miles 
from Loharbund, was at an altitude of 800 feet only and had a spleen 
rate of 80 per cent. Kalasib, at the fifty-second mile at 2,350 feet 
had a rate of 31 per cent, while the rate at Bualpui, twelve miles further 
on and at 3,200 feet, dropped to 16 per cent. Mualyum village, six 
miles further at a similar altitude, showed a rate of 20 per cent. In 
this village a very careful examination was made of 128 children 
and It is interesting to record that of the 26 positive by far the greatest 
number were the older boys who were employed at intervals for work 
in the jhnmes.^ This certainly indicates that most of the malaria in 
this village was contracted while the people were working and 
living temporarily in ihtir jhumes, 2,000 feet or more below, during the 
rice planting season 

This was again confirmed at Neibawi — ten miles from Aijal 
and at 4,200 feet. The Lushai village showed a rate of 10 per cent, 
while the Nepali village showed a rate of 4 per cent. This village in 
particular did a great deal oi jhuming and it was found that the rate 
in a jhume busti^ more than 2,000 feet below had a spleen rate of 44 
per cent. Again at the ninth mile, in the Lushai village of Siphir, 
the rate was 3’6 per cent, while at the large village of Sehlawh — 1,500 
feet below — the rate was up to 19 per cent. 

The obvious conclusion from these figures is that as far as the 
higher altitudes were concerned the incidence of malaria in the Lushai 
villages would be extremely low if it were not for their work taking 
the villagers at certain seasons of the year down to their jhumes, where 
they become infected. 

Out of 2,385 blood slides examined for malaria m the Maulyum 
laboratory, 1,759 were found to be positive. Of these 1,282 were 
malignant tertian. Of the remainder, 426 were benign tertian, 15 
quartan and 38 mixed, malignant and bemgn tertian. 


Area of jungle cleared for cultivation by burning the undergrowth 
5 Group of village houses. 
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A considerable and alarming proportion of the malignant 
tertian eases developed serious complications usually of the cerebral 
type— necessitating immediate and very energetic treatment In 
view of this and the difficult conditions which so often prevailed, it 
will not be considered that the percentage of deaths to cases at o 35 
per cent is unduly high 

There were altogether 112 cases of cerebrospinal meningitis 
with 2 1 deaths and it may be of interest that most of these occurred at 
the third mile camp from Aijal and ^vcrc usually treated at Neibawi 
hospital 

Another matter of possible interest may be worth mentioning 
on the subject of tropical ulcers or Naga sores By far the great 
majonty of these cases which occurred on the project were contracted 
by labourers working on a mile stretch of rock face at the eighth 
mile from Aijal, and for some reason there must have been some 
particular irntant factor present It was found that protecting the 
legs with gunny cloth wrapping was a useful preventive measure A 
very successful treatment was universally adopted for these cases m 
hospital After cleansing, the sloughs were cleared as quickly as 
possible by cauterising with strong carbolic and copper sulphate 
solution, followed by a thick dressing of boracic powder which was 
covered with Imt and a thick pad of wool and left undressed for several 
days When changed, the ulcer was washed with saline or boracic 
lotion and the boracic powder dressing reapplied Better and much 
quicker results followed this treatment than any of the number of 
others that were tried at different times 

There were altogether 416 deaths from all causes and, in relation 
to the total population concerned, this works out at t 97 per 1,000 
Malaria and dysentery accounted for by far the greatest number of 
deaths Of 51,003 cases of malaria, 169 were lost, and this works out 
330 per cent m relation to the number of cases 

STATISTICS 

The statistics relating to the Aijal Road Projects Nos i and 
2 are as follows These cover a penod of thnty one months from 
I August 1942 to 28 February 1945 — 

Total population under the care of the medical orgam 
sation, including permanent staff 
Average daily population over the whole penod 
Total number of all deaths — causes 
Mean annual death rate 

Total number of cases treated (all diseases) 

Total number of inoculations against cholera and typhoid 
Total number of vaccination against small pox 
Total number of cases of malaria 
Total number of cases of dysentery 
Total number of cases of cerebrospinal meningitis 


211,175 

416 

3 57 
per cent 
95,648 
256,598 
131,719 
51,003 

6,388 

112 
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Total number of cases of small-pox .. ly 

Total number of cases of cholera , , y 

Total number of cases of typhoid ... 12 

Analysis of deaths giving main causal diseases 

Malaria , . i6g 

Dysentery . 8 1 

Cerebrospinal meningitis . 21 

Pneumonia and other respiiatoiy diseases . 62 

Small-pox . . 2 

Accident 20 

Suicide ., 2 

Homicide , i 

Cholera 3 

Typhoid . . 5 

Other diseases 50 


Total . .416 


Malaria records of the Aijal Road Project — 1943 


Total number of anopheline larvae examined — 1939 


A. minimums 

. * 

120 

A. aconitus 

* 

24 

A. vagus 


147 

A. leucosphyrus 


278 

A. maculatus 


386 

A. karwan 


19 

A. barbirostris 


19 

A. aitkenii 


946 

Total 


D939 

Marne of mosquitoes 

Number 

Number 


identified 

dissected 

A. minimums 

58 

58 

A. vagus 

236 

105 

A. leucosphyrus 

93 

92’ 

A. maculatus 

99 

99 

A. karwan 

66 

8 

A. hyrcanus 

37 

8 

A. aitkenii 

164 

164 

Total 

753 

534 

Total number of blood films examined for malaria parasites- 

-2,385- 

Total number of positive slides — 1,759- 

> 


Malignant tertian 

. 

1,282 

Benign tertian 


426 

Quartan 


13 

Malignant and benign tertian mixed 


38 

Total 


1,759 


Total 
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PATHARKANDI AERODROME PROJECT 

This descnpUon can be taken as representative of the medical 
organisation dunng the construction of the large aerodrome projects 
On I May 1944, it was in its early stage of development, and local 
Bengalee and Manipun labour was pouring in, soon to reach a figure 
of several thousands, with a target figure of 10,000 apart from the 
various mihtary units attached 

With cholera around Patharkandi, and even inside the requisi- 
tioned area, there could be no delay in tackling the samtation problem, 
and a large number of well-built latnnes were erected at selected sites 
These were of similar design to the Aijal road latnnes which had 
proved very successful, but owing to the high water level in the soil 
at Patharkandi they had to be modified to the extent of building up 
the phnth to a height of four to five feet and revetting the trenches 
with bamboos before covenng, m order to prevent collapse of the 
inside walls 

A large number of the labourers were imported from outside 
distncts and their accommodation was arranged in a senes of 
evacuated Manipun bustis running north and south near the east 
side of the aerodrome The houses were large and well ventilated 
and machans^ were rapidly fitted up inside and latnnes built at regular 
intervals in between the bustis In June 1944, it was decided to em- 
ploy tea garden shadow labour, and a particularly well built and laid 
out camp was constructed to accommodate about 1,200 labourers , 
It was fuUy equipped with cook houses, rubbish disposal pits and 
latnnes with adequate fencing as a sanitary control measure All 
these camps were provided with tube wells for the supply of water 

In view of the very important question of malana in relation 
to the selection of sites for the residential domestic quarters to be 
estabhshed, a complete malana survey of the whole area was essential 
and this was undertaken and completed before the end of July 1944, 
and later a similar survey of the north project area was completed 
These two project zones were situated respectively on the east and 
west sides of the Longai River which runs down the centre of the valley, 
with foot hills runmng north and south parallel to the nver and about 
four miles distant from either bank The survey revealed several 
points of interest and value, notably that intense malana prevailed m 
the areas adjacent to the foot hills, where spleen rates of up to 78 
per cent ivere recorded m a particular bustt which had previously been 
selected for the Amencan domestic quarters Malana incidence was 
found to fall away rapidly towards the nver and centre of the valley, 
four miles distant, where spleen rates as low as to per cent were 
recorded On these findings were based the final choice of where the 
rcsidenual quarters should be built 

A total of 1, 121 cases of malana, both civil and mihtary, were 
treated Nearly all the indoor cases were treated b> the veiy 

6 A rajsed matted bamboo platform one and a half feet high and six feet h de runnmc 
the length of the house for sleeping purposes 
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economical method of sulphate of quinine injections, two of these being 
sufficient in most cases to establish complete remission of temperature, 
a third injection only occasionally being required. Over go per cent, 
of these cases showed splenic enlargement before treatment. 

Dysentery provided a total of only 202 cases, an exceptionally 
low figure considering that fully 90 per cent, of the labourers were 
Bengalee and Manipuri and that the former in particular are well 
known sufferers from this disease in a chronic or latent form. Some 
of these cases, however, of the bacillary type were very severe, requiring 
large quantities of saline by injection to save life. It was fortunate that 
only one case was lost from this disease. 

Insistence on adequate ventilation of the bashas and avoidance 
of over-crowding were possibly responsible for the fact that there were 
only two cases of cerebrospinal meningitis — one military and one 
ITA labourer both of whom recovered. 

Ulcers and sore feet provided large numbers of out-patients 
and a few in-patients but there were very few cases of true Naga 
sore. 


Twenty-three pneumonia cases, both civil and military, were 
successfully treated apart from a large number of others with milder 
forms of respiratory complaints. 

A brief summary of the more important figures is given below. 
It will be seen that the total population for which the medical organisa- 
tion was responsible amounted to 12,020. This figure also includes 
the labourers working on the north project, who received the same 
facilities for treatment as those on the south project. Out of this 
total of 12,020 there were altogether 3 deaths to record, i from 
accident and the other 2 from acute bacillary dysentery and malig- 
nant cerebral malaria. 

Although it is perhaps a little disappointing that the work on 
this project was suspended before its successful completion, and 
that the medical organisation built up for the expected full requirements 
had therefore to be disbanded, yet it did serve a useful purpose as 
long as it was required in looking after the large numbers involved 

Summary of figures. 

Total number of fresh cases treated for all diseases . 

Total number of inoculations against cholera and typhoid . 9>9°2 

Total number of vaccinations against small-pox . . • 2,409 

Total population — north and south project — ^including perma- 
nent staff under the care of the medical organisation 1 2,020 

Average daily population 
Total number of deaths — all causes 
Mean annual death rate 

Total number of malaria cases 
Total number of dysentery cases 


3»529 

3 

0*11 
per cent. 

1,129 

202 
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DIBRUGARH DISTRICT PROJECTS 

These projects, the last of the large organised groups of labour, 
were responsible for work on six aerodromes and seven stone and road 
projects Labour was recruited from the neighbounng gardens at 
the rate of lO per cent of the acreage and replaced every three months 
The peak numbers were 25, 1 1 7 and the average daily working force 
was 11/359 camp hospitals were supervised by the part-time 

services of local garden medical officers There were 641 deaths ivith 
a mean annual rate of i 88 per cent The good health and low death 
rate was due to the fact that labour which showed signs of becoming 
debilitated was immediately evacuated for replacement by fresh labour 
from the gardens concerned 

The life of the medical and liaison officers was always strenuous 
and exacting and all too frequently under difficult conditions with an 
ill balanced diet It must be recorded, with great regret, that eleven 
of them died as a direct result of their efforts and a great many others 
are, and will continue to be, in a permanently impaired state of health 

A list of ITA eastern frontier projects, giving details regarding 
average population, maximum population and number of hospitals 
provided is given below — 


JVb Name of projects 

1 Ledo Project No i 

2 Ledo Project No 2 

3 Ledo Project No 3 

4 Manipur Road Project No i 

5 Manipur Road Project No 2 

6 Aijal Road Project No i 

7 Aijal Road Project No 2 

8 Golaghat-Dimapur Road 

9 Ghabua Aerodrome 

10 Agartala Aerodrome 

1 1 Ginnatollah Aerodrome 

12 Dibrugarh Ghat Camp 

13 Digboi Oil Road 

14 Dilli River Namrup 

15 Dinjan Aerodrome 

1 6 Dergaon Aerodrome 

1 7 Fuskun Aerodrome 

1 8 Feni Aerodrome 

19 Gurrumpani Road 

20 Golaghat Aerodrome 

2 1 Golaghat Qiiarnes 

22 Hailakandi Aerodrome 

23 Hasiman Aerodrome 

24 Haselbank Sand 

25 forhat Roivnah Aerodrome 

26 Kumbhigram Aerodrome 

27 Kulaura Aerodrome 


Average 

population 

Alaximum 

population 

Hospitals 

1 3,000 

27,321 

24 

3.762 

6,000 

10 

4,820 

10,889 

32 

15,600 

16,000 

30 

19,080 

36,372 

70 

7.046 

16,640 

24 

1.443 

2,380 

2,109 

*4 

3.749 

8 

1,698 

4.725 

2 

1.037 

*.387 

I 

I 2 I 

689 

1 

675 

*.130 

— 

632 

93 * 

— 

575 

J,i 63 

I 

900 

2,958 

1 

2,178 

5 . *53 

2 

^.551 

2,083 

1 

I, II I 

1,620 

5.086 

I 

2.053 

4 

1.570 

4.825 

2 

2,800 

4.835 

8 

1,278 

5,485 

5 

5.300 

8,986 

8 

*79 

*79 

I 

1,972 

3,700 

2 

3 . 59 * 

9,54* 

5 

I 

687 

2,192 
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jVb. Marne of projects 

28 Lanka Aei odi'ome . . 

29 Lahoal Panitola Road 

30 Marghenta Stone 

3 1 Missamara Aerodrome 

32 Mohanbari Aerodrome 

33 Mokalbari Aerodrome 

34 Moran Aerodrome 

35 Miscellaneous Projects 

36 Nazira (Bibhubor) Stone 

37 Naharkutia Stone 

38 Oakland-Tinsukia Road 

39 Pathorkandi Aerodrome 

40 Sorbogh Aerodiome . . 

41 Silchar West Aerodrome 

42 Sookerating Aerodrome 

43 Sylhet Aerodrome 

44 Saikawa Sand 

45 Tmsukiam Tingn Road 

46 Tilagaon Bomber Aerodrome 

47 Tezgaon Aeiodrome 


Avei age daily working force 88,000 
Total deaths . 6,885 

Road projects 12 

Aerodrome projects 25 

Stone and miscellaneous 

projects . 10 

Total number of hospitals 259 


Medical staff employed per500 labour. 


Average 

Maximum 

Hospital 

population 

1,060 

population 

2,032 

I 

333 

646 

I 

400 

1,907 

I 

3 >i 25 

5,536 

2 

1,240 

3,569 

I 

250 

708 

I 

1,833 

3,115 

2 

1,600 

— 

— 

250 

653 

I 

500 

873 

I 

800 

1,152 

I 

3,529 

8,814 

2 

5,500 

6,409 

4 

2,800 

4,594 

r 

1,800 

3,968 

I 

3,118 

8,553 

2 

875 

1,992 

I 

144 

144 

— 

3,500 

5,688 

2 

1,200 

2,090 

I 


Daily sick late 3*00 per cent. 

Annual death rate 2*23 per cent. 
Tea garden liaison officers 205 

Ex-Burma liaison officers 7 1 

Military (seconded) 

liaison officers . 72 

fMedical officer i 

■< Compounder i 

(^Malaria inspector i 
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The Interuatioual Red Cross 


Since the year 1863, when a committee of five citizens of Geneva, 
with Henry Dunant as their leading spint and General Dufour at 
their head, gave the first impetus to the world-wide movement of the 
Red Cross, based on the existence of National Societies, and to the 
first Geneva Convention of 1864, the Red Cross, both as a humani- 
tarian and a social institution has attained far wider sphere of influence 
than Its founders ever contemplated 

The Geneva Convention devised a method of protection against 
acts of war and established the Red Cross to distinguish persons and 
establishments connected with the work of giving aid to the wounded 
and sick members of the fighting forces Beginning with the care 
of the wounded and sick members of the fighting forces on land and 
on sea, the Red Cross soon extended its range of interest to embrace 
POW as well During World \V'ir I and to an even greater extent 
dunng World War II, its chief function was to send relief to war 
victims 

In ^Vorld War I, it became apparent that the protection which 
International Law afforded to the civilian population subjected to 
enemy occupation was still totally inadequate The International 
Red Cross took upon itself, therefore, the great humamtanan task of 
extending its help to these unfortunate people Its mam task thus 
came to be to aid the war victims who could take no part in the actual 
war effort, iiz , wounded and sick, POW and other persons deprived 
of their hberty, including children, old people and other avilian 
victims of war 

The term International Red Cross embraced the following 
institutions (1) International Committee of the Red Cross (ICRG) , 
(11) League of Red Cross Societies, and (111) National Red Cross 
Societies 


ICRC 

The ICRC, besides carrying out all the duties described above, 
had as its most important duty the task of acting as a neutral inter- 
mediary between the opponents concerning aid to war victims 
Over and above its functions as promoter of humamtanan under- 
takings and as a neutral intermediary between belligerents, the ICRC 
also assumed the duties of up holding the basic principles of the 
Red Cross, of receiving complaints concerning alleged breaches of 
the conventions, and of dealing with such problems as require handling 
by a neutral organisation 
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THE ORGANISATION OF THE COMMITTEE’S DEPARTMENTS 

The IGRG was first established in Geneva in 1863 and con- 
firmed by later decisions of the International Red Gross conference. 
It constitutes an association governed by Article 60 of the Swiss Givil 
Gode, with its permanent headquarters at Geneva. The work of 
the committee — which has twenty-five members — all Swiss citizens — 
is directed by an executive board composed of the president and at 
least three members. 


ORGANISATION AT THE OUTBREAK OF WORLD WAR II 

Before the outbreak of hostilities m 1939, the IGRG consisted 
of the Secietanat, the Editorial Staff of the Revue International de la 
Croix Rouge, the Inquiry and Spanish Givil War Sections. 

In 1938 the political horizon was over-cast and relations between 
the great powers were becoming strained. Faced with this ominous 
situation the IGRG felt that it was necessary to be prepared for any 
emergency, and, consequently, set up a comnussion for work in time of 
war. This body prepared m minute detail plans to establish the 
organisation of the IGRG on a war footing ; it took steps to secure 
premises for the staff of the central POW agency ; it drafted the text 
and notes to be sent to the belligerent powers, offered the services 
of the IGRG and made known to them the opening of the POW 
agency. It also drew up a list of delegates to be sent to the countnes 
at war. 

On the outbreak of war in September 1939, a number of 
divisions were organised to deal with the different activities of the 
committee. The committee held plenary meetings only in order to 
discuss particularly important matters of principle and to hear reports 
on the progress of work in the various services. The executive, in- 
cluding the president and five members of the committee, ensured 
the conduct of ordinary business and assigned work to the special 
commissions. The secretariat executed the decisions made by the 
committee and the executive for which there were eight sections : 

(i) Administrative and financial division. 

(ii) POW, civilian internees and civilians division 

(iii) Central POW agency 

(iv) Medical section. 

(v) Relief division. 

(vi) Transport and communication division 

(vii) Delegations division — special mission, 

(vm) Information division. 

The strength of the secretariat staff increased from 363 in I939> 
to 3^373 in 1944. 
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the administrative and financial division 

This division concerned itself chiefly with the general adminis- 
tration of the committee^s work, and recruitment and payment of its 
large staff and its delegates employed in all parts of the world 

The expenditure by the ICRG was met by contributions and 
grants from National Red Cross Societies, grants made by the govern- 
ments and revenue derived from the committee’s investments and 
foundations Some contributions from national societies to the ICRG 
for Its ordinary work are given below — 

In Francs 

India 1 1,986 

United Kingdom i>997>543 

USA 121,762 


Government grarits from the following countnes for the committee’s 
war work were as under — 

In Francs 


France 

Germany 

India 

Switzerland 
United Kingdom 

Grants from Red Cross Societies 


3.958.000 
2,820,589 

25,780 

3.200.000 
3,740,052 

this work were as under — 


In Francs 

India * 112,260 

United Kingdom 731,008 

USA 5,230,760 

The expenses of the ICRG for the period 1940 46, amounted to 
54,875,909 Swiss Francs and the contributions totalled 51,797,768 
Francs 


POW, CIVILIAN INTERNETS AND CIVILIANS DIVISION 

This division dealt with all general matters concerning the 
conditions of life of the POW, civilian internees and civilians It also 
gave instructions to the committee’s delegates abroad regarding the 
execution of their duties on behalf of the POW and civilian internees 

THE central POW AGENCY 

The organisation of the Central POW Agency and its activities 
are based on Articles 77 and 79 of the Geneva Convention of 1929, 
which related to the treatment of the PsOW, and under which the 
ICRC IS permitted to organise such an agency This agency is 
charged mth the duty of collecting all information regarding POW 
which It may be able to obtain through any channels Tins is 
transmitted as rapidly as possible to the POWs’ own country In the 
case of India, however, information was first sent to the United 
Kingdom The general orgamsatibn of the central PO^V agency on 
I January 1944, was as under — 



Sub-Commission of the Central Agency 
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The basic duties of the agency may be defined as lollows — 

(i) To centralise all information about POW and civilian internees 

such as the date of capture, deaths, transfers, sickness, etc 

(ii) To act as an intermediary beU\een the belligerent powers for 

the collection of this information 

(in) To serve as an information bureau on the basis of the data 
compiled m its card indices or of researches made 

(iv) To answer inquiries from public or private organisations or 
private persons 

This central agency working under the authonty of the agency 
division of the ICRC consisted of three sections, general, national and 
special The general section dealt with the listing, filing, auxiliary 
sections, outside work, reception, card indexing, statistics, etc During 
the war, the national section had twenty six sub sections, according 
to the countnes from which the prisoners came Indian PsOW were 
included in the British sub section The special section was concerned 
with the medical personnel, civilian internees, immigration to Pales- 
tine, personal effects of deceased PsOW and internees 

The work of the national section was organised under the 
following twelve categones — 

(i) Sorting of correspondence 

(ii) Despatch and filing of correspondence 

(ill) Card indexing (formation, instructions, checking, statistics) 

(iv) Card indexing (team leaders filing) 

(v) Checking 

(vi) Transmission of messages 

(vii) Dealing with information, enquiries, tallies 

(viii) Initiation and follow up of enquiries, communications to enquirers 

(ix) Deaths 

(x) Regimental enquiries 

(xi) Telegrams 
(mi) Civilians 

Information regarding the PsOW was transmitted to the central 
POW agency by the official information bureaux of the various 
belligerent governments, the National Red Gross Societies and the 
commandants of camps This was collected, sorted out and sent to 
the next of km of the POW and to their governments 

The classification of the Indian PsOW in Germany and Italy 
was a very difficult job because of the unfamilianty of Swss workers 
with Indian names and languages A further complication was 
caused by the fact that m the early years of the war the numbers of 
soldiers were according to their regiments, and not on the block 
system As the PsOW were not allowed to mention the names of 
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their regiments, but only their numbers, this led to considerable confu- 
sion. An Indian resident of Geneva, Mr. Madhukar, volunteered his 
services and was able to help the agency to some extent in solving 
this difficulty. The information that was received about each 
POW was transcribed on a special card and filed. 

The amount of work done by the agency can be gathered from 
the fact that during the height of the war it employed as many as 
2,061 workers. The following figures give an idea of the number of 
messages that had to be dealt with by the central agency. 


British 

French 

German 

Italian 

The number of mail items received 
The number of mail items despatched 


1.81 1.000 

5.893.000 

9.451.000 

4.906.000 

54.500.000 

50.400.000 


MEDICAL DIVISION 


The medical division of the IGRG had four sub-divisions • 
(1) national departments, (ii) health enquiries concerning sick 
prisoners, (111) mixed medical commissions and (iv) artificial limbs. 
Besides these, there were the accountancy and statistical departments. 

National Departments : Each national department, (American, 
British, French, German, etc.) had its own card index system showing 
all medical cases. These concerned all prisoners who belonged to 
the medical services of the armed forces. The data was collected 
from the official and semi-official lists forwarded direct to this section 
by the detaining powers and the slips concerning hospital personnel 
All cases concerning medical personnel of the armed forces were 
handled entirely by the medical division, the central POW agency 
merely receiving a slip to show the action taken in each case. The 
national departments of the medical division also dealt with all matters 
concerning the issue of identity papers to the prisoners who were 
members of the medical services of the armed forces and the safe- 
guarding of privileges to which they were entitled under the terms of 
the convention This section also undertook enquiries or requests 
concerning personnel of the medical services of the armed forces. 

Health Enquiries Concerning Sick Prisoners This department had 
adopted two methods of procedure. Enquiries about individual 
cases were made by letters addressed to the senior medical officers 
of the POW camps, on receipt of which the camp authorities sent a 
complete diagnosis and full details of the case At other times 
enquiries were made by the national sections of the central agency 
through the committee’s delegations resident in the country. These 
were usually concerned with cases of mental diseases or details regar- 
ding prisoners who were seriously ill and, therefore deserving re- 
patriation. 

Mixed Medical Commissions * This department drew up lists of 
the sick and wounded PsOW to be submitted to the mixed medical 
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commissions These commissions were appointed, m accordance with 
the Geneva Convention of 1929, for the purpose of deciding the 
suitability of pnsoners for repatnation Each commission comprised 
ttvo neutral doctors, usually nominated by the ICRC, and a third 
nominated by the detaining power The lists of pnsoners recommen- 
ded for repatnation were also forwarded to the protecting powers, 
j e , to the representatives of the neutral states w hich had undertaken 
to protect the interests of a belligerent m respect of the hostile forces 
The powers concerned invanably requested the ICRC to instruct one 
of Its delegates to accompany the repatnates on their journey by land 
or sea 

The Artijicial Limb Department This department furnished POW 
of every nationality with artificial limbs, false teeth, glass eyes, specta- 
cles, hernia belts and other similar articles During the war, the 
committee requested the Bntish Government to allow the manufacture 
in Switzerland of artificial limbs required for Biitish PsO\V, on the 
understanding that the expenses would be reimbursed and the raw 
materials replaced by their government The German government 
also agreed to the despatch of an orthopaedic mission from Switzer- 
land m 1942 This mission supervised the fitting of 255 artificial legs 
and 128 artificial arms to the British pnsoners in the German camps 
A Swiss orthopaedic mission was also organised for aid to about 
sixty disabled Polish prisoners False teeth and spectacles were 
collected in large quantities and sent by the medical division to the 
POW camps The ICRC also converted a dining car belonging to 
the InternaUonal Wagons Lits to serve as a dental consulting room 
and workshop for artificial limbs and this visited POW camps in 
Europe periodically 

The medical division expended considerable time and trouble 
in identifying members of the medical personnel who had lost their 
identity certificates The ICRC also played an mportant part m 
the repatnation of seriously sick and wounded PsOW There were 
over ten such repatriations in Europe during the course of the war 
The exchange of these repatriates took place usually in neutral ports 
like Smyrna, Lisbon and Goteborg Exchange of POW also took 
place m Goa, Portuguese India Altogether over 8,500 Allied and 
16,000 Axis prisoners were thus repatnated The main burden 
of the repatriations fell entirely on the ICRC 

RELIEF DIVISION 

Relief of PsOW and civilian internees formed a very important 
part of the duties of the ICRC 

There were three kinds of collective relief— general, medical 
and intellectual General relief involved supplying foodstuffs, toilet 
necessities, clothing, boots and other items, including special food for 
sick and convalescent pnsoners Medical relief consisted of dressings, 
pharmaceuUcal products, surgical instruments, etc Intellectual relief 
compnsed the supply of books, games, musical instruments and all 
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materials necessary for the assistance of students and technicians in 
the pursuit of their studies. Articles of individual relief were sent 
directly to a prisoner by his family through postal channels. Collec- 
tive relief was handled by the IGRG in vast quantities 
and was sent out m standard parcels or in bulk form. There 
were several ways in which a prisoner could receive relief parcels. 
The simplest method was for the National Red Gross Society to supply 
the packages and forward them to the IGRG or its delegates in neutral 
ports like Lisbon. They were then transferred to Geneva, where they 
were checked and forwarded to the respective POW camps. The 
second method was for the National Red Gross Society to send money 
to the IGRG which m turn, either through its delegates or directly, 
bought the goods needed in a country. These goods were then sent 
to Geneva and thence to the camps concerned. The third mode of 
procedure was for a National Red Gross Society to send money to 
the delegates of the IGRG stationed in a hostile territory for the 
purchase of necessary goods on the spot for forward transmission to 
the POW camps in that country. 

Relief for Indian PsOW and civilian internees detained from 
1940 to 1945 in different European countries, especially m Germany 
and Italy, had to be adjusted according to the conditions m the countries 
of detention on the one hand, and in accordance with the wishes of 
donors on the other. 

At the beginning of the war the organisation of the British 
Red Gross and the Order of St. John of Jerusalem decided to send to 
all the PsOW of the Gommonwealth countries a standard ration of 
one food parcel per man per week, as well as medical and surgical 
parcels. They also decided to send uniforms, underwear, toilet 
articles, games and books in quantities specified by prisoners’ repre- 
sentatives in the camps. It was decided that POW of a particular 
country should always receive, preferably, parcels sent from their 
country of origin and that they should receive supplies sent from other 
parts of the Gommonwealth only if transport difficulties made any 
other system temporarily impossible. This decision was particularly 
useful for Indian PsOW who thus received parcels specially prepared 
to satisfy their tastes, habits and religious precepts. 

Once the camp authonties in Germany, Italy, occupied France 
and the occupied countries of the Balkans announced the presence of 
Indian PsOW m their camps, the IGRG arranged with the British 
Red Gross for a sufficient supply of special parcels of food comforts 
and clothing. The contents of Indian food and comfort parcels 
were as follows . — 

Indian Food Parcel Indian Comfort Parcel 


Biscuits 

. I tin (8 ounces) 

Towel 

One 



Pullover 

. One 

Chocolate 

I tin (4 ounces) 

Shirt 

Scarf 

One 

One 



Pair of gloves 

, One 

Fish 

I tin (16 ounces) 

Pair of drawers 

One 
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Indian Food Parcel Indian Comfort Pared 

Fruit 
Butter 

Milk condensed 
Sugar 
Tea 
Salt 

Eggs dried 
Alia 
Rice 

Gurry pow der 
Soap bar 
Soap tablet 

In addition to the above, Indian cigarettes, medical and 
clothing parcels were supplied on demand from the camp leaders 
Clothing parcels contained uniform and other necessities Intellectual 
relief parcels contained books in Urdu, Hindi, Gujerati and other 
Indian languages, musical instruments, tools and matenal for handi- 
crafts and indoor and outdoor games 

In order to facihtate the nomination of Indian representatives 
for larger groups of Indian PsOW and to ensure the proper execution 
of relief schemes, the ICRC requested the detaimng powers to group 
the Indian PsOW in only a few camps in Germany Indian PsOW 
were mostly kept in Stalag 3 A, 4, DZ, VC, 8B, laA and B, 18G and 
B (Merchant Seamen) and Oflag 54, 6B and 8D 

In Italy, m spite of repeated interventions, the situation 
remained confused Numerous Indian PsOW were held in Sulmona, 
Rezzallo, Villa Olive to Camps — 63 and 91, and many others 

India decided, in 1941, to forward i,ooo parcels per week for 
Indian POW, but this scheme had unfortunately to be abandoned m 
1942 because of transport difficulties The Indian comforts fund in 
London, which had mainly organised the packing of 2,000 parcels 
per week, helped the Bntish Red Cross Society to deliver a sufficient 
number of Indian parcels Humanitarian associations in Egypt also 
decided to provide special gifts for Muslim PsOW 

In August 1945, the Indian Red Gross Society contributed 
Rs 20,000 to the IGRG for the relief of 80 distressed Indian families, 


Vest 

Pair of socks 
Handkerchiefs 
Balaclava* 

Pair of slippers 
Tooth brush 
Tooth powder tin 

. packet (. ounces) “ush 
.packet a (ounces) 

I tin (a ounces) 

Cakes of soap 

I tin ( 1 6 ounces) Spool of black thread 
Buttons 

I packet (16 ounces) wool rolls 

^Needles 

I tin (2 ounces) Chewing gum 

Pencil 

Two (4 ounces) Sponge® 

Belt® 

One (2 ounces) Hair oil® 


1 tin (8 ounces) 

I tin (8 ounces) 

1 tin (14 ounces) 

2 bars (4 ounces) 


One 

Two 

Two 

One 

One 

One 

One 

One 

One 

Four 

Two 

Two 

Two 

One 

Four 

Two 

1 packet 
6 packets 
One 
One 
One 

2 bottles 


For Non^ikhs 


® For Sikhs 
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totalling 400 persons, stranded in Shanghai, These funds were for- 
warded to the international committee’s delegation in Shanghai, who 
handed them to the local representative of the Indian Red Cross. 
In November 1945, a sum of Rs. 100,000 was received m Geneva by 
the International Committee for transmission to Bangkok for the 
relief of some 22,000 workers. It proved impossible to carry out this 
transfer direct from Geneva, and the funds were returned to India. 
It was, however, found possible to transfer these later to Siam. These 
Indian workers had been employed by the Japanese on the Siam- 
Burma Railway. When the Japanese armed forces capitulated in 
Siam, these workers were stranded and left without food or shelter. 
It was at this juncture that the IGRG took action on their behalf. 

During the period of war there were about 2,000,000 Allied 
prisoners in Germany, for whom 400,000 tons of goods were despatched 
from Switzerland, of a total value of approximately 3,300,000,000 
Swiss Francs. Right through the war, the British, and later the 
American Red Gross Societies supplied their nationals through the 
intermediacy of the IGRC with one five kilogram food parcel per man 
per week except for the last four months during which transport condi- 
tions in France and Germany did not allow the regular distribution of 
a weekly parcel. 

All relief distributions were made on a collective basis and 
according to standing rules and instructions received from the various 
Red Gross societies. The total quantities despatched by the IGRG 
were as follows : — 

1940 — ■ 4,518,149 Kilos = 614 wagons. 

1941— 45,594,528 Kilos = 5,531 wagons. 

1942 — 58,186,980 Kilos = 6,882 wagons. 

1943— 123,659,844 Kilos =13,575 wagons 

1944 — 112,280,088 Kilos = 9,885 wagons. 

1945 — ■ 86,744,154 Kilos = 5,822 wagons. 

Total 430,983,743 Ki1os= 42,309 wagons. 


It is obvious that an institution like the IGRG was not at first 
organised to undertake transport of this magnitude. An organisation 
had to be created, therefore, and a large number of difficulties had to 
be overcome. 

As early as 1943 the committee had drawn the attention of the 
American and British Governments to the increasing difficulty of reaching 
the PsOW owing to the deterioration of the German railway system 
and the possibility of its complete breakdown. To obviate the diffi- 
culty, towards the end of 1944, a limited number of railway wagons, 
318 in all, were supplied by the French and Belgian Governments, 
while 474 motor trucks and 137 trailers were furnished from different 
sources. With these railway wagons, the International Gommittee 
formed what were called block trains, that is to say, trains leaving 
Switzerland for a given destination as a whole umt of about fifty 
wagons and returning complete but empty to the starting point. 
During the last months of the war, these block trains on their return 



APPENDIX VIII 


585 


journey brought PsOW as well as civilians liberated from concentra- 
tion camps The motor trucks ^verc of the greatest value, particularly 
dunng the two months preceding the cease fire They not only helped 
the committee’s delegates to reach the camps with which commumca- 
tions had been completely cut off, but also to feed columns of POW 
who had marched towards central Germany In carrying out these 
duties these lorries had very often to cross the finng hnes They 
were first dnven by Swss driver^ , later on they were driven by the 
PsOW whom the German Government had put at the disposal of the 
committee Every individual column was under the command of a 
Swiss column leader From May 1945, onwards, when the war in 
Europe had come to an end, the International Committee further 
helped by bnngmg supplies to the Allied PsOW pending their liberation 
When this activity came to an end there were still about S,ooo tons of 
supplies left in Switzerland which belonged to the National Red Gross 
Societies Following protracted negotiations with the Allied military 
authonties in Germany, these "were forwarded, from October 1945 
onwards, to centres indicated by them for dis tnbution according to their 
wishes 

Dunng the war, the IGRG remitted the following amounts for 
collective rehef to PsOW and civilian internees and other war victims 

1939 — • 9 »i 53 Swiss Francs 

194.0— 26,565 „ „ 

1941— 394)639 „ 

1942— 496,536 „ „ 

1943— 683,294 „ 

1944— 1,910,055 „ 

i91:5~-i>440,308 „ „ 

INTELLECTUAL RELIEF 

Early in 1940 the ICRC formed an intellectual relief service 
The articles most m demand by the PsOW were recreational, educa- 
tional and rehgious books They also wanted, m large numbers, 
illustrated papers, reviews, magazines, books in braille for the blind 
and hp reading books for the deaf In addition, matenals for painters, 
sculptors, engineers, accountants and students were also demanded 
Material for the orgamsation of games, such as dramas, sketches, 
musical instruments, musical scores, records, etc , were also constantly 
asked for Sports gear — e g , for football, cncket, tennis, boxing, 
etc, was in heavy demand A dnve for books was launched m 
Switzerland m 1943 and yielded over a million volumes This was 
m addition to individual parcels of books and other matenal sent 
to POW directly through the post by their fnends or relatives or by 
the National Red Cross Societies 

TRANSPORT AND COMMUNICATION DIVISION 

The transport division had two sections, viz > communications 
and maritime transport The communications section was responsible 
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for the sorting of incoming and outgoing mail and telegraphic and 
telephone communications. The International Committee had 
chartered on an average twelve to fourteen cargo boats which formed 
the Red Gross fleet. These vessels conveyed rehef stores and mail 
for PsOWj civilian internees and, exceptionally, supplies for civilian 
populations stricken by war, these latter to be distributed by the joint 
relief commission of the International Red Cross. 

DELEGATES DIVISION — SPECIAL MISSION 

To play the part of an intermediary between belhgerents in 
war time, direct personal contacts between the National Red Gross 
Societies and the government are indispensable. This was the task 
of the special mission undertaken by the IGRG m addition to its 
delegations. 

The delegates had to undertake the most varied tasks. They 
had to represent on the spot the various departments of the Geneva 
organisation, in war ridden countries subjected to frequent bombing, 
shortage of supplies, economic blockade, etc. In addition, the dele- 
gates had to arrange for immediate rehef of all kinds. A delegate 
often had to act as a lawyer, public health officer, merchant or 
diplomat. A number of them died at their posts in the execution of 
their duties. The growth of the delegation was so large that it may 
conveniently be described in its different phases. 

First phase (September 1939, to June 1940) : During this period 
the IGRG despatched a special mission to Germany, France and 
Poland. It also sent delegations to the United Kingdom, Egypt and 
the Argentine. 

Second phase (June 1940, to end of 1941) . With the extension of 
the war to various other theatres throughout the world, the IGRG 
was obliged to set up delegations in Italy, Greece, Australia, Syria, 
India, Yugoslavia, Italian East Africa, Ethiopia, British Africa, French 
Equatorial Africa, Geylon, Newzealand and Rhodesia. A secretariat 
of the IGRG was also estabhshed during this period m Paris, Washing- 
ton and Brazil. 

Third phase (January 1942, to end of August 1945) : A delega- 
tion was set up in Ankara. With the extension of war to the Far East, 
delegations were appointed in Tokyo, the Phillipines, Shanghai, 
Singapore, Hongkong, Ghungking and Siam. During the same 
period, due to the extension of the war in the Mediterranean, delega- 
tions were opened at Oran, Tunis, Tangier, Milan, Florence, Verona, 
Geneva, Turin, Naples, Yemen and the Gold Goast. Delegations were 
also estabhshed in the countnes of South America. 

Final phase (On the conclusion of hostihties ) : The IGRG 
then had to concern itself to a greater degree with the Italian, German 
and Japanese captives of the Allies. Delegations were, therefore, set 
up in the Netherlands, Denmark, Norway and Poland. There were 
twelve delegations in 1940, and seventy-six in 1945. Even in 1947 
there were still forty-three delegations. 
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The IGRC delegates provided the only contact which the POW 
and interned civilians had wth the outside world, other than their 
own camp commandants and inspecting officers They were the 
only people to whom the prisoners could speak frankly about their 
difficulties and their reqmrements As such the delegate’s reports 
played an important part in improving the lot of PsOW These 
delegates paid periodic visits to the POW camps and submitted full 
reports The number of camp visits made by the delegates to POW 
and civil internees’ camps is given below — 


Tear 

Visits 

»939 

25 

1940 

200 

1941 

700 

1942 

1,000 

1943 

1,250 

1944 

1,400 

^945 

2,200 

1946 

3.300 

1947 

1,100 


The reports gave the address of the camp, the name of the camp 
leader, the number of POW, the date of the opening of the camp 
and the date of the last visit They also gave a full report on the 
state of the camp under the following headings — 
general descnpUon, quarters, food, clothing, hygiene, medical care 
and health, deatlis, medical stores, dental care, religious activities, 
leisure and physical exercises, employment, money and personal 
effects, canteens, correspondence, relief supplies, discipline, complaints, 
interview with the camp leader, interview with the camp commandant, 
sundry interviews and general remarks 

On representations made by the Government ol India, the 
delegates were able to persuade the German Government to cremate 
the dead bodies of Hindu PsOW as required by their religion The 
delegates took every interest in Asian PsOW held in the camps in 
Europe Muslims received copies of Korans and Rosanes, the Hindus 
rcUgious books, Buddhists prayer wheels, and the Sikhs kirpans which 
had been previously confiscated by the German authorities The 
International committee was also instrumental in publishing m 
Switzerland prayer books m the five most %videly spread Indian 
languages and distnbuting them to Indian PsOW in Europe 

INFORAfATION DIVISION 

The ICRC established an information division to maintain 
contacts throughout the world with the next of km of POW, civilian 
population, relief agencies, etc This had two sub-divisions 
internal and external 

Internal Infoimation (Information for the benefit of the ICRC) 
was obtained from periodical reports gathered by the delegations 
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from the International press of all particulars useful in their work. 
In addition, the IGRG established a wireless monitoring service which 
received all information regarding PsOW and war victims. This 
information was collected, classified, and acted upon. 

External Information gave out news to the public about the 
IGRG and organised periodical press releases, press conferences, 
wireless talks, exhibitions, lectures and cinema shows. The informa- 
tion division opened a translating section, which had on its staff 
twelve members capable of translating seventeen languages. Special 
outside help was also obtained for the majority of the Indian and 
other eastern languages. For this purpose Swiss citizens who had 
resided in such countries for long periods were requested to help. 
Another of the functions of the information division was to manage 
the communication department which maintained the POW mail 
and telegram system to and from war victims. 

POST-WAR ACTIVITIES 

When World War II ended in 1945, both in Europe and in 
the Far East, the IGRG found its hands full not only with the gigantic 
task of repatriating PsOW, but also with the far bigger problem of 
looking after the millions of displaced persons, who as a result of the 
war had to flee from their homes. Together with the League of 
the Red Gross Societies, the IGRG formed an international society for 
their relief until such time as the United Nations Relief and Rehabi- 
litation Administration was able to take over these functions in respect 
of the displaced persons. 

As a result of the experience gained throughout the course of the 
war, the IGRG found many gaps in the existing conventions. More- 
over, it felt the urgent need of an international convention for the 
protection of civilian war victims on the same lines as the Geneva 
Gonvention of 1929, in respect of the PsOW. The International 
committee, therefore, lost no time in revising the existing conventions 
and drawing up new ones. Four conventions were thus drawn up : — 

(I) Gonvention for the relief of sick and wounded of the armed 
forces in the field. 

(II) Gonvention for the relief of sick and wounded of the armed 
forces at sea. 

(ill) Gonvention relative to the treatment of POW. 

(iv) Gonvention for the protection of civilians in war time. 

These four conventions were put up to the Red Gross Gonference 
in 1946, where they were revised. They were again placed before the 
conference of government experts in 1947, and later before the 
International Red Gross Gonference in 1948. Profiting by th^e 
various conferences, the International committee advised the Swiss 
Federal Council to invite governmental delegations to meet in 
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Apnl 1949, to consider these revised conventions As a result of their 
deUberations the texts of the four conventions mentioned above were 
drawn up and signed 

THE LEAGUE OF THE RED CROSS SOCIETIES 

From the above account it will be appreciated that the IGRG, 
as its name implies, concerns itself chiefly with the international aspect 
of the relief and protection of war victims, that is to say, it acts as a 
neutral intermediary between belhgerents and orgamse the despatch 
of relief parcels to the unfortunate victims The League of Red 
Gross Societies, on the other hand, is a free association of all National 
Red Gross Societies m the world for mutual advantage It had its 
headquarters in Pans up to the outbreak of World War II, when it 
moved to Geneva for closer collaboration with the IGRG Its organi- 
sation is distinct from that of the international committee, but the 
two bodies work in very close collaboration 

NATIONAL RED CROSS SOCIETIES 

National Red Gross societies, which have been established in 
almost every country in the world, concern themselves chiefly during 
war time with the care of the wounded and sick of their own Armies 
and the rehef of POW of their own nationahty They are, however, 
enjoined by the Geneva Convention to care for all sick and wounded 
in their hands without regard to nationality 

THE INTERNATIONAL RED CROSS CONFERENCE 

The International Red Gross Conference meets once every four 
years m various parts of the world and is attended by delegates from 
the IGRG, the League of the Red Gross Societies, the National Red 
Cross Societies and the states signatory to the Geneva Conventions 
It IS the supreme body for the control and oigamsation of the Red 
Cross movement The last International Red Cross Conference was 
held at Stockholm in 1948 * 


• H/6/x8/H(M) 
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The Expansion of the Office of the DGIMS 

Before the outbreak of war the office of the DGIMS included 
the following sections : — ' 

(i) Personnel section, dealing with all service matters relating to 
the IMS, the IMD and the Medical Research Department; 

(ii) Medical section, dealing with all questions referred to the 
DGIMS in his capacity as medical adviser to the Govern- 
ment of India; 

(iii) Stores section, responsible for the administration of the 
medical stores depots and the work relating to the supply 
of medical stores to the Army and civil hospitals; 

(iv) Public Health section, dealing with all public health matters 
referred to the Public Health Commissioner with the 
Government of India ; and 

(v) General section {including cash and issue branch), responsible 
for all matters relating to the office administration, recruit- 
ment, appointments, promotions, etc., of the civilian officers 
and staff, cash accounts, control over expenditure, budget 
and general arrangements. 

The office layout on i April 1939 was as follows : — 

DGIMS 


DDGIMS Public Health Commissioner 

Deputy Public Health Commissioner 
Assistant Public Health Commissioner 


Superintendent ADGIMS Additional OS Superintendent Statistical 
(Stores) ADGIMS Public Health Bureau 

I I Section 


Personnel Stores Medical General Issue 

Section Section Section Section Section 

The remaining establishment included two assistants-in-charge, 
ten assistants, ten clerks II division, nineteen clerks III division, one 
non-medical statistician, one draftsman, four stenographers, two record 
sorters, four daftries, two jemadars, two dafadars and eighteen peons. 

« H/5/i2/H(M) 
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The advent of war led to an immediate expansion of the acti- 
vities of this office owing to the increased requirements of the military 
for medical personnel and stores In September 1939, to cope with 
thtf increase of work, the personnel section was divided into two 
branches, one for the IMS and the other for the IMD As work 
progressed the staff of these branches was further strengthened in 
December 1939, and m July/August 1940 Towards the end of the 
year 1940, a separate recruitment section was constituted, which was 
expanded and reorganised from time to time A separate Nursing 
section was also formed in August 1941 

With effect from i January 1944, the IMS branch was renamed 
personnel section I and a new section designated personnel section II 
was constituted to deal with the work relating to demobilisation, 
reconstruction and resettlement 

With the formation of the lAMG and the transfer of records 
relating to IMD m military employ to the Medical Directorate, the 
staff dealing with this work was transferred to the Medical Directorate 
The remaining staff of this section was attached to the Record Branch 
On I January 1944, this staff was transferred to personnel section II 
and later to personnel section I which was reorganised in August 

1945 


In January 1941, the office of the DGIMS took over the organisa- 
tion of the various schemes relating to ARP medical work and the 
supply of medical stores and equipment for ARP casualty services 
all over India The ARP section was accordingly formed in 
December 1941 

A post of officer on special duty (blood transfusion) was created 
in October 1942 for the purpose of co ordinatmg provincial blood 
transfusion services 

The staff of the General section was increased from time to 
time A separate Gash Branch was formed m April 1943 

The only other section, besides the medical section, where there 
had been no increase in staff up to the end of 1942, was the public 
health section Some of the other problems arising from the war 
which added to the normal work of the section and consequently 
necessitated increases in the staff from time to time were the esta- 
blishment of the blood bank at the All India Institute of Hygiene 
and Public Health, of an organisation for dealing with population 
movements m Assam valley, health problems m connection with 
refugees from Burma, etc , the creation of increased facilities for the 
traimng of military personnel at the Malaria Institute, India, Delhi, 
the arrangements for the training of Ghmese students in public health 
subjects Work in the statistical bureau and in connection with the 
medical and public health reconstruction also involved an increase 
of staff 
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One of the problems arising out of the war requiring urgent 
attention was the incidence of blindness among the troops and the civil 
population. At a conference of provincial AMOs held in August 
1942, it was decided to organise a national society for the blind ahd 
to make a survey of blindness m India. On 14 January 1943, 
Sir Clutha Mackenzie was appointed as officer on special duty to 
implement the above decision. The headquarters of this staff were 
transferred to Dehra Dun on i September 1943. 

Early in 1943, it was also decided to collect material for an 
official medical history of the war and the various sections were 
required to prepare a brief account of their acDvities for this purpose 
from month to month. The work of editing this material was en- 
trusted to the DADsGIMS (recruitment) and (ARP). 

By April 1946, the establishment of the office had increased 
to 45 officers, 8 superintendents, 15 assistants-in-charge, 128 assistants, 
14 clerks II division, 206 clerks ‘ B ’ grade, 3 computers, 3 draftsmen, 
2 assistant chemists and 23 stenographers. The officer appoint- 
ments were as follows : — 


I Permanent. 

DGIMS. 

Public Health Commissioner. 
DDGIMS. 

Deputy Public Health Commissioner. 
Assistant Public Health Commissioner 
OS (General). 


H. Additional temporary posts sanctioned after i April 1939. 


Designation of the post 


Date of sanction 


(1) Personnel. 

Additional DDGIMS (personnel) 
DADGIMS (personnel) 

OS (personnel) 


8 June 1940 
15 November 1941 
15 November 1941 


(^0 


(ill) 

(iv) 

(v) 


(vi) 


Records, 

DADGIMS (records) 
Recruitment 

ADGIMS (women’s branch) 
Nursing, 

Chief nursing superintendent 


14 December 1945 
13 February 1943 
I April 1946 


Medical, 

Associate consultant architect (medical insti- 
tutions) 6 March 1943 

Officer on special duty (blindness) 14 January 1943 

Officer on special duty (blood transfusion) 29 October 1942 

DADGIMS (medical) . . 23 February 1946 

Resettlement, 

DDGIMS (resettlement) . 27 March 1946 

ADGIMS (resettlement) . The post of ADGIMS 

(Personnel) which was 
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Additional ADGIMS (resettlement) 
DADGIMS (resettlement) 

Officer supervisor (resettlement) 
Officer on special duty (resettlement) 


Designation of the post Date of sanction 

sanctioned on 8 Janu- 
ary 1944 was conver- 
ted into this appoint- 
ment 

Additional ADGIMS (resettlement) 29 August 1945 

DADGIMS (resettlement) 27 March 1946 

Officer supervisor (resettlement) 27 March 1946 

Officer on special duty (resettlement) The post of officer on 

special duty recruit- 
ment was converted 
into that of officer on 
special duty (resettle- 
ment) 

(vii) Planning and Development 

Additional DDGIMS (social insurance) 3 November 1945 

Officer on special duty (planning and deve- 
lopment) 22 March 1946 

Officer on special duty (medical reconstruc- 
tion) 20 January 1944 

(viii) Public Health Section 

Additional public health commissioner 30 December 1943 

Additional deputy public health commissioner 

(epedenuc and communicable diseases) 14 February 1946 
Additional deputy public health commissioner 

(venereal diseases) 14 February 1946 

Additional deputy public health commissioner 

(publications) 14 February 1946 

Additional deputy public health commissioner 

(quarantine) 2 May 1945 

Nutrition officer 14 February 1946 

Ittaternity and child welfare officer I 14 February 1946 

Maternity and child \i,elfare officer II 14 February 1946 

Officer on special duty (industrial hygiene) 14 February 1946 
Officer on special duty (publications) 14 February 1946 

Os (public health) — I 16 March 19^6 

OS (public health) — II 6 March 1946 

Medical statistician 1 6 June 1 944 

Non medical statistician 16 June 1944 

(ix) Medical Stores 

Addiuonal DDGIMS (storesi 1 1 June 1941 

Chief advisory chemist 30 April 1940 

OS (stores 1) 16 August 1911 

OS (stores II) 13 February 1941 

Progress officer u December 19^4 
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The Oreanisation of Commands During World 

War II 


In September 1939, India was divided into three Commands, 
twelve districts and thirty-five Brigade Areas and Brigades, as 
follows ; — ' 

Northern Command. 

Peshawar District 

Landikotal Brigade 
Peshawar Brigade 
Nowshera Brigade 
1st (Risalpur) Cavalry Brigade 

Kohat District. 

Kohat Brigade 
Thai Brigade 

Rawalpindi District : 

I St (Abbottabad) Infantry Brigade. 

2nd (Rawalpindi) Infantry Brigade 
3rd (Jhelum) Infantry Brigade 

Lahore District . 

Sialkot Brigade Area 
Ferozepore Brigade Area 
Jullundur Brigade Area 
Lahore Brigade Area 
Ambala Brigade Area 

Waziristan Didnct : 

Razmak Brigade 
Bannu Brigade 
Wana Brigade 

Eastern Command’ 

Meerut District 

9th (Jhansi) Infantry Brigade 
7th (Dehra Dun) Infantry Brigade 
8th (Bareilly) Infantry Brigade 
3rd (Meerut) Cavalry Brigade 
Lucknow District . 

6th (Lucknow) Infantry Brigade 
Allahabad Brigade Area 

Delhi Independent Brigade Area. 

Presidency and Assam District 

Eastern Bengal Brigade Areas 


‘ A/3/43/H(M) AI(I) 62/1937, Army List 1939. 
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Southern Command 
Deccan Dtstnci 

loth (Jubbulpore) Infantry Brigade 
nth (Ahmednagar) Infantry Brigade 
4th (Secunderabad) Cavalry Brigade 
12th (Secunderabad) Infantry Brigade 
Bombay District 

Mhow Brigade Area 
Madras District 
Poona Independent Brigade Area 
Western Independent District 
Quetta Brigade 
Khojak Brigade 
Zhob Brigade 
Sind Brigade Area 

Towards the beginning of 1942, it was considered that the 
organisation of India into three commands and Western Independent 
District, while suitable under semi-peace conditions, would prove 
unsmtablt now that India was faced with the possibility of active 
operations on her coasts, her north east frontier and, in certain 
circumstances, on her north-tvest frontier as well The threat from 
the east had raised new problems affecting defence against external 
aggression, internal security, civil defence, control of population and 
the denial of plant and material to hostile forces Even the possibility 
of a threat to India from the west could not be excluded Plans had 
to be made m advance to meet these eventualities Accordingly the 
three existing Northern, Eastern and Southern Commands and the 
Western Independent District were reorganised into three Armies 
more fitted for operational requirements, and a new command, the 
Central Command, was created which relieved the operational 
commands of a large internal security area and took over the consi- 
derable task of adrmnistration and training A start ivith this re- 
organisation was made on 21 Apnl 1942, and to avoid dislocation 
the full programme was earned out by stages and finally completed 
on 15 May 1942 Early in June 1942, on the representation of the 
Central Command, Smd Distnct was transferred to the North 
Western Army * 

In June 1942, the GOG-in C, Eastern Army represented that 
after careful consideration and consultation with two corps comman- 
ders and the administrative services, he had come to the conclusion 
that a reorganisation of the rearward areas of the Eastern Army was 
absolutely essential for the efficient prosecution of the war m north 
cast India He pointed out that the distances to be covered in that 
part of India were very great and corps operational areas were so 
extensive that their commanders could not be burdened ivith the 
administration of rear areas This ivork of administration was 
growing daily with every increase in the already large number of 


F/a«3>/H(M) 
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administrative units in the back area. A further reason for the desired 
leorganisation was to keep the corps and divisions mobile in order to 
facilitate moves from area to area without upsetting the control of 
the administration of all the static units in the Army area. The solution 
to this problem lay in the adoption of a L of C organisation in the 
Eastern Army.^ Consequently the whole of the back area in the Eastern 
Army was divided, with effect from ii July 1942, into two main L 
of C areas plus a coastal area, (a) Assam L of G Area under the 
IV Corps, (b) Eastern Army L of C Area under the Eastern Army and 
(c) Coastal Area under the command of XV Corps. Each of the two 
main L of G Areas was further divided into sub-areas. At the same 
time it was decided that for reasons of security areas and sub-areas 
would not be referred to by their place names but that numbers 
would be allotted to them. The following new designations were 
accordingly sanctioned on 13 August 1942 : — 


Existing designation 

Assam Area 
Dibrugarh Sub Area 
Manipur Base Sub Area 
Shillong Sub Area . . 
Eastern Army L of G Area 
Ranchi L of G Sub Area 
Dinapore L of G Sub Area 
Parbatipur L of G Sub Area 
Goastal Area . . 

Galcutta Defended Port Area 


Mew Designation 

202 Area 

252 Sub Aiea 

253 Sub Area 
251 Sub Area 
loi L of G Area 

151 L of G Sub Area 

152 L of G Sub Area 

153 L of G Sub Area 
201 Area 

Galcutta Defended Port Area 


Towards the end of October 1942, the projected switch over to the 
offensive necessitated further reorganisation in the Eastern Army 
L of G system. Accordingly Headquarters L of G Sub Area, Kalewa, 
was converted into Headquarters 254 Sub Area with effect from 19 
December 1942, and a new formation Headquarters 256 Sub Area 
south of Kanglatongbi on the Imphal Road, to include advance bases 
at Morang on the Imphal-Tiddim Road and at Palel on the 
Imphal-Sittaung Road, was created. 

In the beginning of January 1943, it became abundantly clear 
that the Eastern Army had to undergo yet another reorganisation 
to meet the forward trend of operations and to relieve the forward 
commanders of as much responsibility for their extending ‘ tail ’ as 
possible. This question of the future organisation to be adopted for 
the Eastern Army and the formation of Burma Army Headquarters to 
undertake operations in Burma was under consideration and dis- 
cussion with the GOG-in-C, Eastern Army. The matter was 
discussed in conference during the G-in-G’s visit on 10 January i943> 
and as a result 202 Area was separated from the IV Gorps. It was then 
decided that the L of G m the Eastern Army should be divided into three 
L of G areas, corresponding with the provinces of Bengal, Bihar and 


3 F/2og5/H(M). 
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Onssa and Assam It \vas felt that a Burma Army would have to 
be formed eventually and that these proposals were the first step in 
that direction These were further designed to simplify the problem 
of leaving behind an organisation to control ^vhat ^vas to become a 
large L of G command Accordingly the following reorganisation 
was sanctioned witli effect from i March 1943 — * 


Headquarlers Location 

101 L of G Area Patna 

151 L of G Sub Area Ranchi 

152 L of C Sub Area Dmapore 

153 L of C Sub Area Cuttack 

202 L of G Area (Assam) Gauhati 

251 L of C Sub Area Shillong 

252 L of C Sub Area Dibrugarh 

253 L of G Sub Area Manipur Road 

303 L of G Area Calcutta 

351 L of C Sub Area (late 201 Area) Kharagpur 

352 L of C Sub Area (late Calcutta Defended Port 

Area) Calcutta 

353 L of G Sub Area (late 153 Sub Area) Jalpaiguri 

354 L of G Sub Area Ciiittagong 

Headquarters 254 and 256 Sub Area remained as before 


Changes of the nature indicated above were not confined to the 
Eastern Army Similar changes also took place in the Southern Army 
On 15 September 1941, Deccan District was converted into Deccan 
(Independent) Area The division of India in Apnl 1942, into three 
Armies and Central Command had marked the conversion of Poona 
(Independent) Area into Poona Area under Bombay District On 
the introduction of a coastal defence plan the following port areas were 
created as defended port areas Bombay, Madras, Cochin and 
Vizagapatam 

In reorganising the Southern Command on an operational basis 
the principle that was adopted was to relieve the operational head- 
quarters of all peace administration which, perforce, had had to be 
earned on in the operational areas as heretofore For this purpose 
Advance and Rear Headquarters of the Southern Army were created 
at Bangalore and Poona respectively 

The Southern Army ivas divided, in July 1942, into the follo- 
wing districts and areas ^ 

Bombay District 

Bombay Defended Port Area 
Poona Area 
Deolah Area 
Madras District 

Bangalore Area 

Madras Defended Port Area 

Cochm Defended Port Area 


♦F/ao95/H(M) 
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Trichinopoly Area 
Coimbatore Area 
Deccan {Independent) Area 

Vizagapatam Defended Port Area 

In October 1942, it was decided to introduce L of G areas in Southern 
Army and a start was made with effect from i November 1942, 
with the following : — 

Existing designation New designation 

Madras District . 1 05 L of G Area 

Bangalore Area . 160 L of G Sub Area 

Cochin Defended Port Area 1 6 1 L of G Sub Area 
Trichinopoly Area . 162 L of G Sub Area 

Coimbatore Area 1 63 L of G Sub Area 

Deccan (Independent) Area 106 L of G Area 

In December 1942, it was felt that the interests of security 
would be better served if the territorial references in the titles of areas 
were abandoned in all cases. Consequently, new designations, as 
under, were given to the remaining areas in the Southern Army with 
effect from 22 February 1943 : — 

Old designation New designation 

Bombay District . 107 L of G Area 

Madras Defended Port Area . 1 64 L of G Sub Area 

Deolali Area . . . 1 65 L of G Sub Area 

Poona Area . . 166 L of G Sub Area 

Bombay Defended Port Area . 167 L of G Sub Area 

Vizagapatam Defended Port Area 168 L of G Sub Area 

Further, two new areas were created with effect from 15 March 1943, 
and were numbered as 169 and 170 L of G Sub Areas. 

At the same time a reorganisation within the Central Command 
was also carried out with effect from i December 1942, and was 
designed to result in the saving of one district staff and to simphfy 
liaison paiticularly with the civil administration. The Central 
Command was then organised as under : — 6 

(I) Lahore District : 

Jullundur Area 
Lahore Area 
Ambala Area 
Ferozepore Area 
Delhi Area 

(II) Lucknow District : 

Dehra Dun Area 
Meerut Area 
Bareilly Area 


6 F/ 2 I 27 /H(M). 
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Lucknow Area 
Allahabad Area 

(ill) Juhbulpore {Independent) Area 
(iv) Ivlhow (Independent) Area 

With the decision to form SEAGfor the conduct of operations in 
the east and to use the India Command as a base for this purpose, 
It became necessary, towards the middle of 1943, to create a separate 
Army headquarters for the conduct of operations on the north eastern 
frontier of India The Eastern Army was accordingly spht up into an 
operational army known as the Fourteenth Army and Eastern Com- 
mand with effect from 15 October 1943 7 The areas of responsibility 
of these two formations were initially f^ed as follows — 

Eastern Command — covered the Provinces of Bihar, Orissa, and Bengal 
(less the area east and south east of the Meghna 
river) It comprised — 

loi L of G Area — as then constituted 
303 L of C Area — as then constituted less 354 L 
of G Sub Area That portion of 
354 L of G Sub Area which lay 
west of the Assam Bengal boun- 
dary, and the Meghna river (and 
included Mymensingh and Dacca) 
was included in 353 L of G Sub 
Area 

Fourteenth Army — covered the Provinces of Assam and that portion of 

Bengal separated from the area of the Eastern 
Command It comprised — 

202 L of G Area 

354 L of G Sub Area less the portion transferred 
to 353 L of C Sub Area 
The two formations consisted o^ 

Eastern Command 

loi L of C Area 

15 1 L of G Sub Area 

152 L of G Sub Area 
154 L of G Sub Area 
303 L o/C Area 

351 L of G Sub Area 

352 L of G Sub Area 

353 L of G Sub Area 
FoiUUenih Army 

202 LofC Area 

251 L of C Sub Area 

252 L of C Sub Area 

353 L of G Sub Area 

354 L of C Sub Area 

Thus, on 15 October 1943, India had been divided into three Armies 
and two Commands, te^ North-Western, Southern and Fourteenth 
™mics and Central and Eastern Commands ’ 

’F/a379/H(M) 
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On 23 November 1943, the GOC-in-G Central Command 
represented that a reorganisation of the command had become 
necessary, to meet recent changes. Not only had the number of troops 
and installations in peace stations increased but the location of forma- 
tions, both operational and training, in the jungle areas, ill served by 
road and rail and lacking most amenities, had also added very con- 
siderably to the administrative burden of the command and was not 
conducive to administrative efficiency. Orders were accordingly 
issued on 18 February 1944, for the reorganisation of the Central 
Command as under : — 8 


Old 

New 

Lahore District 

Lahore District 

Lahore Area 

Lahore Area 

Ambala Area 

Ambala Area 

Jullundur Area 

Jullundur Area 

Ferozepore Area 

Ferozepore Area 

Sialkot Area 

Delhi Area 

Sialkot Area 

Lucknow District 

Lucknow District 

Dehra Dun Area 

Dehra Dun Area 

Lucknow Area 

Lucknow Area 

Bareilly Area 

Bareilly Area 

Allahabad Area 

Meerut Area 

Jhansi Area 

Allahabad Area 

Jubbulpore {Independent) Area 

•< 

fNagpur District 

I Jubbulpore Area 
' Mhow Area 

Mhow (Independent) Area 

^Kamptee Area 

Delhi District • 

Delhi Area 
Meerut Area 
Jhansi Area 


Headquarters, Delhi District, Nagpur District and Kamptee Area 
were formed on 27 February 1944. The two district headquarters 
assumed control of their respective areas on 14 March 1944 ? which 
date Jubbulpore and Mhow ceased to be independent areas. The 
eastern states of Chang Bhakar, Korea, Surguja, Jashpur, Udaipur, 
Raigarh, Sarangarh, Sakti, Patna, Kalahandi, Kankor and Baster, 
previously in Jubbulpore (Independent) Area, were included in the 
Eastern Command.® 

By February 1944, the role of the Southern Army had changed 
from a tactical to largely administrative one. A reorganisation 01 
the L of C layout was accordingly carried out with effect from i May 
1944, which involved the following changes . 9 


8 F/ 2 I 27 /H(M). 
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Existing 

Future 

Changes 

i6o L of C Area 

105 L of C Area 
(Headquarters Madras) 


160 L of C Sub Area 

161 L of G Sub Area 

162 L of G Sub Area 

163 L of G Sub Area 

164 L of G Sub Area 

161 L of G Sub Area 

162 L of G Sub Area 

163 L of G Sub Area 

164 L of G Sub Area 
168 Lof G Sub Area 

Became 109 L of G 
Area 

From 106 L of G Area 

io6 L of C Area 


Became 172 L of G Sub 
Area 

168 L of G Sub Area 


To 105 L of G Area 

108 L of C Area 

108 L of C Area 



165 L of G Sub Area From 107 L of G Area 
167 L of G Sub Area 
(Headquarters Bombay) Revived 

107 L of C Area 


Ceased to exist 

165 L of G Sub Area 

166 L of G Sub Area 

169 L of G Sub Area 

1 70 L of G Sub Area 


To 108 L of G Area 

To no L of C Area 
Abolished 

To no L of C Area 


109 L of C Area 
(Headquarters 
Bangalore) 

Late 160 L of G Sub 
Area 


no L of C Area 
(Headquarters Poona) 



166 L of G Sub Area 
170 L of G Sub Area 

J From 107 L of G Area 


172 L of C Sub Area 

Late 106 L of C Area 


(Headquarters Secunderabad) 
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The Early History of the Indian Medical Service 

MEDICAL OFFICERS IN THE SERVICE OF THE COMPANY 

To trace the origin of the medical services in India we must go 
back to the days of the East India Company. Their first foothold 
m India was Surat, where they built a factory in January 1613. 
The first medical officers in the employment of the company were 
surgeons on board their ships. But later, when factories were esta- 
blished on the Coromandel Coast, and in Bengal in the seventeenth 
century, a medical officer, when available, was allowed for every 
permanent factory. However, it was not till 1745, in the course of 
Anglo-French wars, that medical officers were appointed to accompany 
the troops in the field. 

MEDICAL SERVICES OF THE PRESIDENCIES 

On I January 1764, the medical officers, then serving in the 
Bengal Presidency were grouped into a regular medical establishment 
called the Bengal Medical Service. The ranks then in existence were 
head surgeons, surgeons and surgeons’ mates. Surgeons’ mates were 
again divided into hospital mates and regimental mates. The 
Madras Medical Service was constituted in 1767 and the Bombay 
Medical Service in 1779.' 

A medical board, consisting of three members, was established 
in Madras early in 1786. Similar boards were also established in 
Bengal m 1786 and in Bombay in 1787, the latter consisting of two 
members only at that time. It was later increased to three members 
in 1789. The first member of the board was given the title of physician 
general and the second that of chief surgeon. The third member was 
head surgeon of the hospital at headquarters. The various grades 
in the service m Madras at that time were • (i) hospital board, 

(ii) head surgeon, (ni) first surgeon, (iv) surgeon, (v) surgeon assis- 
tant or hospital mate. The first surgeon held an appointment 
rather than a rank and the title was abolished in May 1787- 
the board was reduced to two members, the physician general and 
the chief surgeon. 

At that time relative ranks assigned to the medical service in 
Madras were * — 

Physician general (first member of the board) Brigadier geneial 

Chief surgeon (second member of the board) . Colonel 

Head surgeon of hospital in a garrison of 8,000 men Lieut -colonel 
Head surgeon of other hospitals . Major 

* McDonald, D (1950) Surgeons Twoe and a Barber, 65, London William Heinemman 
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Surgeon, to regiment 

Assistant surgeon (hospital mate) 

Assistant surgeon (regimental mate) 


Captain 

Lieutenant 

Ensign 
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BENGAL MEDICAL SERVICE 

In the early days of the Bengal Medical Service doctors in some 
instances held warrants as assistant surgeons and also commissions as 
combatant officers At the time of promotion as captain or surgeon 
they had to make a choice bet^veen the two branches Normally 
assistant surgeons held warrants until October 1788, when Lord 
Cornwallis granted them military commissions as officers and fixed 
the estabhshment of surgeons at twenty-eight 

No appreciable change appears to have been made till 1824, 
when m Bengal the following scale of ranks was authorised 

The members of the medical board Lieut colonels 

Superintending surgeons Majors 

Surgeons Captains 

Assistant surgeons Lieutenants 

But later m 1842, m the Bengal Army a further change was effected 
making the members of the medical board rank as brigadier generals, 
and the designations first, second and third members were abolished 
and the following substituted — 

Physician general for first member 

Surgeon general for second member 

Inspector general of hospitals for third member 

The title of senior surgeon was conferred on all surgeons of thirty years’ 
service They were given the relative rank of major 

In November 1857, the appointments of directors-general were 
created m the three presidencies and medical boards were abolished, 
The director-general of the Bengal Service was to be assisted by two 
inspector generals, one civil and the other military 

The title of director-general was changed to pnncipal inspector 
general in 1862 This was abolished in i866 In 1869, the second 
post of inspector general in Bengal was also abolished, only one 
inspector general being left as head of the Bengal Medical Service 
In 1873 thus title was changed to surgeon general, while in 1880 it 
became surgeon general and sanitary commissioner with the Govern- 
ment of India In 1895 the title of director-general was again intro- 
duced and the officer holding the post was recognised as head of the 
whole IMS in the three presidencies 

APPOINTMENTS WITH THE MEDICAL DEPARTMENT 

The number of appointments in the medical department m 
1836 was as follows — 
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Bengal 

Madras 

Bombay 

Total 

Medical board 

3 

3 

3 

9 

Superintending surgeons 

10 

9 

4 

23 

Surgeons 

107 

61 

33 ' 

201 

Assistant surgeons 

243 

160 

109 

512 


363 

233 

149 

745 


The applicants for appointment as surgeons on board ships 
were examined before employment. In 1773 the company established 
a board in London to examine candidates for appointments as assis- 
tant surgeons. In 1775 the necessity for examining men locally 
appointed m India became apparent. The Madras Government 
directed two surgeons to recommend persons qualified to be surgeon’s 
assistants. Later, senior surgeons in Madras and Bengal acted as 
examiners for their presidencies. In 1784 the board m Bengal con- 
sisted of the surgeon general and two or more surgeons nominated by 
him. Indians were not appointed in the medical service until 1855, 
when the first competitive examination for the medical service was 
held in June 1855, the list of successful candidates was headed 
by an Indian, Doctor S.G. Chuck erbutty. 

With the assumption of direct administration of India by the 
Grown, changes began to be made frequently m the constitution of 
the medical services in India, the title and emoluments of the officers, 
and the relationship between the British service and the Indian 
service. Initially the three presidencies had their separate cadres, 
though in essentials their constitution was uniform. On i April 
1S95J the three separate Presidential Armies were abolished and four 
commands, the Punjab, Bengal, Madras and Bombay, were formed. 
In each of the four commands a PMO of the rank of surgeon major- 
general was appointed. In April 1896, the three presidency medical 
services were also combined into one Indian Medical Service. But 
this combination did not affect the existing incumbents m whose case, 
for purposes of promotion, three separate cadres were maintained. 
In 1906, however, the names of all officers of the three presidency 
cadres were entered m one list, according to seniority. But in 190? 
the four commands were abolished and the whole Army was reorga- 
nised into ten divisions. The PMOs of three divisions were granted 
the rank of surgeon general. At the same time the office of PMO 
His Majesty’s Forces in India came into being. In 19135 he was 
designated DMS in India. The office of the PMO and later of the 
DMS was held by officers of the British Service. 

The grades before 1857 have been mentioned earlier. On i 
February 1859, a Royal Warrant instituted modifications in the titles 
and ranks of the medical officers. These were as follows : — 


New Title 

Inspector General 
of hospitals 


In place of 

Director General of 
the medical depart- 
ment 


Relative rank 
Major-general over 
three years’ service , 
brigadier general under 
three years’ service 
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J^cw Title 

Deputy Inspector General of 
hospitals first class 
Deputy Inspector General of 
hospitals second class 
Surgeon major 


In place of 
Inspector General 

Superintending 
surgeon 
Senior surgeon 


Surgeon 
Assitant surgeon 


Relaiiie rank 
Colonel 

Lieut colonel 

Lieut -colonel junior 
of the rank 
Major 

Captain above six 
years service , lieu- 
tenant under six years 
service 


In 1864 officers of the IMS also received a Royal Commission 
Thenceforth promotion of assistant surgeons was regulated on the basis 
of length of service and not on succession by vacancies Promotion 
to surgeon was authorised on completion of twelve years service 


COMMISSION OF 1865 

The IMS warrant of 1859, mentioned earlier, which introduced 
many important changes in the constitution of the IMS, remained 
in force for a very short time The competition for joining the IMS 
was soon after closed for four and a half years, the last admissions 
being made on i October i860 For the next four years amalgama- 
tion of the IMS with the Army Medical Department (AMD) was 
under consideration The proposals made at that time were not so 
much for the amalgamation of the Uvo services as for the absorption 
of the IMS into the AMD These were finally negatived by the 
IMS warrant of 1864, as the motion to introduce these changes was 
defeated m the House of Commons by two votes After the issue of 
the warrant the competitive examinations to join the IMS were 
re started 

The service did not generally attract suitable youngmen 
Hence a commission was appointed in 1865 to report on the means 
for improving recruitment and to revise the terms and grades of the 
service The recommendations of the commission were included in 
the Royal Warrant of 10 May 1873, which made further modifications 
in the grades and relative ranks of the medical officers The titles, 
inspector general and deputy inspector general of hospitals, as presen bed 
m 1859, were changed to surgeon general and deputy surgeon general 
and the rank of assistant surgeon was abolished Other ranks remained 
generally the same as before except that surgeon major, if below 
twenty years service, earned the relative rank of major, and surgeon, 
who was granted the relative rank of major m 1859, was then to rank 
as captain after six years service and lieutenant below it Further 
minor changes were introduced from time to time On 16 November 
1880, a new grade of bngadier surgeon with the relative rank of 
Iicut -colonel was introduced All surgeon majors of twenty years 
service were also granted the relative rank of licut colonel The 
distinction ‘junior of rank* was abolished 
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force services. The uncertainty of the future of the IMS, as a result of 
the constitutional changes in the Government of India, was another 
factor which discouraged recruitment. 

Fourthly, there was the IMD, the existence of which in the form 
in which it was then organised, constituted a separate problem. In 
the course of time members of the IMD were in possession of qualifica- 
tions which were hardly compatible with a subordinate position. 
Many members of the assistant surgeons’ branch had British quali- 
fications. The problem in this case was to decide ^whether or not an 
adequate career could be found for these men on the military side, 
and, if so, to what extent IMS and RAMG officers could be replaced 
by them. 

■s 

THE COMMISSION OF 1 879 

The problem of the organisation in India of both the Indian 
service (the IMS) and the British service was dealt with by the special 
commission on the ‘ Organisation and Expenditure of the Army in 
India ’ of 1879. According to the commission the existing double 
system of medical administration in India, under which two distinct 
bodies were working together in the same field was extravagant and 
had numerous and very grave defects. The commission recommen- 
ded the formation of one medical corps for India to take the place 
of the two medical services. The commission held that although the 
service was to be divided into two distinct parts, civil and military, 
its officers should remain military officers — those in civil service being 
only lent to the civil department and liable to be called up for military 
duty in the event of their services being required. 

The commission also proposed the abolition of direct admis- 
sion into the IMS and suggested that all army medical officers should 
first enter the British service from whence the required number could 
be annually drafted into the proposed Indian medical corps. 

WAR OFFICE PROPOSALS 

While this commission was still prosecuting its enquiries, the 
War Office appointed a committee to enquire into the causes of '■the 
unpopularity of the AMD. This comnuttee found that the department 
had failed to attract suitable candidates on account of its failure to 
offer pecuniary advantages comparable with those offered by many 
rival employments, among which the IMS held a high place. The 
committee, therefore, recommended higher pay and pensions and 
the creation of a new rank, ordinarily executive but at times adminis- 
trative, VIZ , that of brigade surgeon. It further proposed the rank of 
captain for a surgeon on first appointment instead of after six years 
service. 

The Secretary of State for India refused to consent to any propo- 
sal which would involve an increase in expenditure. The Secretary 
of State for War admitted the force of this objection but went on to 
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say that if the Government of India were prepared to provide medical 
ofiicers of the IMS in sufTicient numbers and of adequate professional 
qualifications for attendance on Bntish troops in India, he would be 
satisfied The Secretary of State for India, therefore, asked the 
Government of India to give full consideration to the question of 
relieving the War Office altogether of the duty of providing for the 
medical needs of the British troops serving in India 

THE CRAWFORD-CUNNING HAM SCHEME 1881 

The Government of India had not approved of the scheme of 
amalgamation proposed by the commission of 1879, though they were 
satisfied that the required improvement, both economically and 
administratively, was to be found only m some measure of unification 
The two heads of the medical services in India, Dr Crawford, the 
Surgeon General of His Majesty’s Force (a member of the AlilD), 
and Dr Cunningham, the Surgeon General to the Government of 
India (a member of the IMS), were asked to prepare a memorandum 
for the formaUon of one medical service for India, with complete 
authonty over employment, distnbution and remuneration of its 
members vested in the Government of Indii 

These two officers prepared the joint memorandum of 12 
August 1881, which recommended that there should be a single medical 
service for the Indian and Bntish Armies, the officers serving m India 
forming a local branch of this Imperial service, which should be 
designated the Royal Medical Service 

COUNTER PROPOSALS BY THE WAR OFFICE 

Meanwhile, the conditions of service in the AMD had been 
greatly improved by the Royal Warrant of 27 November 1879 The 
War Office could not, therefore, accept the new scheme as a whole, 
although it regarded favourably the suggested amalgamation of the 
civil and military services, as throwing more prizes m the way of the 
candidates and as putting a stop to the competition between the two 
services which was inevitable at the entrance examination They 
suggested that when a vacancy occurred m the civil medical service 
of India, to which a junior IMS officer had not already a guaranteed 
right of succession, an officer of the AMD should be appointed to it 
One department would thus, gradually and without violent change, 
take the place of the other The War Office proposals were not 
acceptable to the Government of India 

APPLICATION OF ROYAL WARRANT OF 1 879 IN INDIA 

The Government of India were compelled to extend the provisions 
of the Royal Warrant of 1879 to India, apart from the financial 
clauses The result was that AMD officers serving in India received 
no pecuniary benefits In i88o it was found necessary to extend these 
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concessions to the IMS also. The rank of brigadier surgeon was 
introduced and the rank of captain was given to the newly appointed 
surgeons from the date of commission. Ten years later, in 1890, 
the rank of lieutenant was re-mtroduced in both the services for officers 
with service below three years. 

By the orders passed on 13 January 1880, the IMS lost six 
administrative appointments. The service made a representation to 
the Secretary of State complaining of its subordination to the AMD, 
the comparative disadvantage in the matter of pensions, the lack of 
initial rank of captain on appointment, and the insistence on examina- 
tion before promotion to surgeon major. These grievances were 
remedied in 1881, when the pension in the Indian service was made 
higher than that in AMD, The latter naturally resented this disparity 
and a number of representations were made on its behalf, including 
those by the British Medical Association (BMA) m 1892 and 1893. 
The BMA protested against the non-application of the financial provi- 
sions of the Royal Warrant of 1879, (l^-ter superseded by that of 1891) 
to service in India. But the Secretary of State for India could not 
admit the plea on the ground of the additional expense involved, 
which India could not bear, and the fact that before its publication it 
was made clear that the warrant would not a.pply to India. In March 
1893, the BMA contested the right of the Government of India to dis- 
criminate in the matter of application of the Royal Warrant in the 
case of medical officers, for according to it the Royal Warrant had 
legal validity in all parts of the Queen’s possessions. Finally, the 
BMA warned that “ the overstrained and parsimonious conditions 
of Indian service are already injuring professional efficiency in the 
medical staff not only through straitened means and ill health, but 
through the officers losing heart ; this will speedily react on the quality 
of candidates for the service ”. Again, in July 1893, it submitted a 
lengthy memorandum ; but the Secretary of State for India remained 
unmoved. 

In 1901 the Secretary of State for War addressed India Office, 
stating that the inadequacy of the remuneration offered to junior ranks 
of the Army Medical Staffs serving in India in comparison with the 
rates granted to officers holding similar positions in other branches 
of the service was creating difficulty m obtaining candidates for the 
Army Medical Staff. He followed this letter up with another, inviting 
the India Office to nominate a representative to serve on a committ^ 
to consider the general reorganisation of the Army Medical Staff. 
The Secretary of State for India was not prepared to accept the view 
that the difficulty was due to the inadequacy of remuneration in India. 
He favoured a full enquiry into the causes of the deficiency before the 
Indian revenues were saddled with any portion of the cost of rendering 
the Army Medical Staff more popular, and was prepared to nominate 
a representative A committee was accordingly nominated which pro- 
duced a scheme of reorganisation in August 1901. In the meantime 

3 AMD was designated as Army Medical Staff on iS August 1891 
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the Army Medical Staff had been reorganised and was designated 
RAMG Q 

So far as India was concerned, the essential features of this 
scheme were (i) the addition of 102 officers to the RAMG, 40 of 
whomjivere to be added to the Indian establishment, and (11) a 
general increase of pay 

Tne proposals meant a total increase of Rs 4,10,000 on account 
of pay and allowances and Rs 3,24,500 on account of the extra 40 
officers The Government of India, therefore, objected most strongly 
and regarded the contemplated heavy expenditure as an unjustifiable 
burden on the Indian revenues 

In the meantime, as a result of the recommendations of an inter- 
departmental committee m the United Kingdom which the Govern- 
ment of India accepted in November 1902, the pay of junior RAMG 
officers in India was raised and charge allowances to officers com- 
manding BMHs, varying from Rs 60 to Rs 240 per mensem and 
specialist pay to those entitled to it at Rs 60 per mensem, were autho- 
nsed The addition of 40 officers to the RAMG establishment in 
India was, however, not accepted Later, (March 1903) increased 
pay was also granted to heut -colonels and selected lieut -colonels 
of the RAMG 

These concessions to the RAMG had their inevitable reaction 
on the IMS Not only did the officers of the IMS express dissatis- 
faction but the BMA also took up the cudgels on their behalf An 
increase m pay was urged on the grounds of preservation of an equi- 
table balance between the two services, compensation for continuous 
service in India and the need for attracting higher qualified men 
Consequently new scales of pay for the IMS, which compared favourably 
with the RAMG rates of pay, were announced on 24 October 1903 
The increases, however, did not satisfy the BMA, which still thought 
them to be too low for the reason that service m the IMS was passed 
continuously in India The BMA further demanded increase of pay 
for IMS in civil employ In due course this was conceded, but not 
until a further representation had been received from the BMA in 
January 1904 


LORD MORLEY’s PROPOSAL 

The IMS was now fairly contented, but in August 1907, the 
^ccretary of State for India (Lord Morley) suggested that the time 
come to promote the growth of an independent medical profes- 
sion by throwng open to the profession m general some of the civil 
appointments held by the IMS The Government of India agreed 
o this on 20 August 1908, but pointed out that one essential restne- 
lon on any reduction of the IMS in civil employ was that their number 
ust always be sufficient to meet the medical requirements of the 
^ necessary to include a large reserve of 

Fii ti,” 'vhose services would be available on the outbreak of war 
nner, about one third of the IMS officers m civil employ did not 
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form part of the real war reserve and a number of posts held by them 
might slowly and tentatively be surrendered to independent Indian 
medical practitioners. The Secretary of State replied that he had 
decided that the time had arrived when no further increase on the 
civil side of the IMS could be allowed and that an effort should be 
made to reduce it by generally extending the employment to include 
civil medical practitioners recrmted in India. 

The publication of these papers in 1909 marked an immediate 
falling off in the IMS recruitment. The Government of India was 
alarmed and consulted provincial governments, which were strongly 
against the proposed changes. The Secretary of State was again 
approached with the suggestion that nothing should be done which 
would decrease the attractiveness of the IMS and that even though 
the surrender of some civil posts might be unobjectionable from the 
military point of view such a course would undoubtedly greatly impair 
the advantages of the service. The Secretary of State (then 
Lord Crewe) agreed and stated that the question of promoting the 
growth of an unofficial medical profession in India must be treated 
as distinct from that of limiting or reducing the civil cadre of the IMS. 

In 19 1 1 it was proposed that the IMS should be made a purely 
civil service and that all rmlitary requirements should be entrusted to 
the RAMG. It was agreed that Indians were entering the IMS in 
large numbers who could be better employed on the civil side, very 
few of them being drawn from the so called martial classes. The 
then DGIMS (Sir Pardey Lukis) took exception to the scheme and 
pointed out that it would abolish the war reserve and that the Army 
could not afford to lose the services of well-trained and highly-quali- 
fied civil surgeons possessing previous military experience, intimate 
knowledge of the country, skill as operating surgeons and experience 
of the adimnistration of large hospitals. Furthermore, the IMS in 
civil employ had also trained assistant and sub-assistant surgeons who 
constituted an important part of the personnel of military hospitals. 
This resulted in the dropping of the proposal. 

Meanwhile the service continued to decline in popularity with 
British medical men and the percentage of successful Indian candidates 
gradually rose. The Secretary of State for India invited the assistance 
of the BMA to ascertain the causes of discontent. The latter revealed 
to the Public Service Commission, which sat in London, in July 
1914, that the service was on the verge of a catastrophe and that its 
officers were advocating what amounted to a boycott of the entrance 
examination for their own service. The chief grievances were in- 
adequate pay, difficulties in obtaining ordinary and study leave, 
constant interference by Government with private practice and the 
unsatisfactory position of the DGIMS in relation to the Government 
of India and the local governments. Owing to the war, the report 
of the commission was not published till January 19 1 7 * 

The commission recommended the institution of two regular 
civil services, one largely supervisory for the whole of India 'the I^ian 
Civil Medical Service ’ and the other provincial. IMS officers 
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admitted to the proposed * Indian Civil Medical Service ’ were to 
be placed at the disposal of the military authorities only if they were 
not of administrative rank and only m the eVent of war As regards 
pay, a general increase of 12 5 per cent was suggested No action 
was, however, taken on this report 

amalgamation pkoposed in 1918 

In June 1918, a deputation of the BMA interviewed the 
Secretary of State for India and informed him of the perilous condi- 
tion in which the IMS was hkely to find itself as the result of the 
failure to remedy the grievances of its officers Amalgamation of the 
two services was again proposed and it was suggested that there 
should be a ‘ Royal Indian Medical Corps * instead of the IMS and 
the RAMC with increase of pay and compulsory study periods The 
Secretary of State, while forwarding the proceedings of this meeting to 
the Government of India, suggested unification of the two services 
without specifying which one of the tiv^o was to disappear He, how- 
ever, laid down the following four guiding pnnciples — 

(1) Provision for the IMS of a career giving plentiful opportunity for 
the acquiring of professional and scientific knowledge by means 
of a liberal provision of institutes and research laboratories 
throughout the country, attachment to these institutions of 
appointments carrying sufficiently attractive emoluments, and 
greater facilities for study leave 

(ii) Increase in pay 

(ill) Increase in the rate of Indiamsation 

(iv) The future organisation of the medical services m India to 
provide for military requirements 

The immediate result of this was an increase of 33 J per cent 
m the pay of the IMS 


VERNEY LOVETT COMMITTEE 

In January 1919, the Government of India appointed another 
committee under Sir Verney Lovett to examine the question of the 
reorganisation of the medical services from the standpoint that it was 
desirable to have a unified medical service for India 

The committee decided that the civil side of the service should 
not be divorced from the military, and made the following recom- 
mendations — 

(1) The formation of an ‘ Indian Medical Corps which besides 
replacing the IMS would also do the work of the RAMC in 
India 

(») This corps should have an ordinary war reserve of officers lent 
to civil for five years or less, and a special reserve recallable to 
military duty only on occasions of grave national emergency, 
and not even then if holding certain residuary appointments 
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This special reserve was to be partly recruited from civil assistant 
surgeons and private practitioners. 

(ill) The provincial governments should supplement their contin- 
gents of ‘ Indian Medical Corps ’ officers with exclusively civil 
medical officers whom they would themselves appoint. 

(iv) Admission to the corps should be through an examination to be 
held in England twice a year. 

(v) Transfers from the RAMG should be allowed. 

(vi) Salaries should be increased and more liberal provision should 
be made foi leave. 

(vii) The total number of officers for military duty in peace time should 
be at three per mille of the total strength of the Army m India 
plus a leave and casualty reserve of 25 per cent, and a study leave 
reserve of 4 per cent, of the officers required for duty. 

(viii) All officers on attaining the rank of lieut -colonel should make 
their decision between the careers of military administration, 
professional employment as consultants, and permanent civil 
employment. 

The only alternative to this scheme was the abandonment of 
all attempts at unification and the formation of a medical corps for 
the Indian Army only on the lines of the RAMG by the amalgamation 
of the IMS, the sub-assistant surgeons of the IMD, and the rank and 
file of the Army Hospital Corps and the Army Bearer Corps. This 
was, however, considered to be fraught with difficulties. 

The DMS in India (Lieut.-General Sir T. J. O’Donnel) consi- 
dered that the committee had not faced fully the military issues in- 
volved, as the necessity for reorganisation was mainly due to the 
comparative inefficiency, under war conditions, of the IMS, and that 
the committee had proposed a service which nominally was primarily 
military, but from which the best men would be withdrawn for perma- 
nent civil employment. He considered that the retention of the 
RAMG in India was necessary not only for providing a European 
service corps for British troops, but for keeping the military medical 
organisation in India m touch with the progress in military medical 
science. What was wanted, he said, was a reorganisation of the 
medical services of the Indian Army, the introduction of the Indian 
station hospital system and the remedying of the grievances of the 
IMS as regards pay, leave and promotion. 

BURTGHAELL SCHEME 

Lieut.-General G. H. Burtchaell, who succeeded General 
O’Donnel as DMS in India, held that if a single medical corps could 
be formed it must be organised to meet all the requirements of 
Indian and British troops m peace as well as in war, whether they 
were employed independently, or in combination, on or beyond the 
frontiers of India or overseas. On the grounds of military necessity, 
efficiency, discipline and sentiment, officers of the medical corps of 
the British Army must always be available in adequate numbers to 
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provide for the medical requirements of Bnush troops in India 
He \Nas in favour of the alternative scheme which was suggested and 
then rejected by the Vcrncy Lovett Committee, and recommended 
that a new corps and a new service, the one distinct from the other, 
should be formed, that the new corps, the ‘ Royal Army Medical 
Corps (India)’ should provide for all requirements of the Army in 
India, both Indian and British, in peace and war , and that tlic new 
service, the ‘ Iinpcnal Indian Medical Service a separate civil 
medical service independent of the Army but drawing its officers from 
the Army for temporary or permanent service, should fill sucli appoint- 
ments as might be reserved for Indian or British medical officers 
All officers and other ranks while serving m India were to be attached 
to the ‘ Ro>aI Army Medical Corps (India) ’ As regards Indian 
officers, General Burtchaell thought that the question of granting them 
commission in the R/\MC merited consideration and that tlic officers 
of the existing IMS should retain all their existing nghts and 
privileges 

The then DGIMS, Major General ^V R Edwards, IMS, did 
not agree with Generals O'Donncl and Burtchaell, wlio were both 
officers of the Bntish service He argued that tlic object of all schemes 
was to establish an efficient military medical service and that this could 
most advantageously and economically be done by the establishment 
of an Indian medical corps to which officers of the RAMG could be 
seconded on the same rates of pay as for its permanent members If, 
on the other hand, the ‘ (India) ’ was to be introduced, the 

admission of Indians without any reservation should be sine qua non 
He finally pointed out that every possible regular Ri\MG officer was 
recalled to Europe dunng the war, and that India was left to carry 
on with inexperienced and even untrained temporary officers In 
other words, the regular RAMC officer m India acted as a reserve for 
the RAMC in the United Kingdom, instead of India being able, 
in time of need, to draw on RAMC officers from England Through- 
out the war the IMS military officer had complained that he was 
always dominated by the RAMC The remedy was that the Indian 
service should no longer be subjected to the control of an alien 
DMS and condemned for administrative breakdowns for which it was 
not responsible 

Finally, a small committee of the officers was formed, which lent 
strength to the views of General Edwards The committee consi- 
dered that the only practical solution was that the IMS should take 
over the whole of the military medical service in India and that there 
was no reason why an Indian medical corps, organised on the same 
lines as the RAMC and including the IMD and attached hospital 
services, should not take charge of the Bntish Army m India 

REPORT OF THE ARMY IN INDIA COMMITTEE 

While the Government of India were considenng the report 
of the Vemey Lovett Committee, Esher Committee (Army in India 
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Committee) was appointed in January 1919, to enquire into and 
report upon the organisation of the Army in India, including its 
relation with the War Office and the India Office and the relation of 
the two offices with one another. This committee had before it 
the proposals of the Verney Lovett Gomnuttee and the two other 
schemes, one suggested by General Burtchaell and the other suggested 
by General Edwards. It rejected all schemes for the amalgamation 
of the two services. In its view, the continuance of the two services 
was unobjectionable so long as the two Armies remained separate. 
Friction and jealousy must, however, be eliminated. They therefore 
made proposals designed to maintain the IMS in its position as the 
premier medical service in India, to improve its position as a mihtary 
service, and to secure more harmonious working and closer co-opera- 
tion between the IMS and the RAMC. These proposals, inter aha, 
included joint examinations for entrance to the two services, similar 
rules and periods of service for promotions to Major, recommendations 
regarding conditions of civil employ of IMS officers and war reserve, 
and, most important of all, that the post of DMS should be held 
alternately by the two services. 

The Government of India, meanwhile, had consulted the local 
governments regarding the recommendations of the Verney Lovett 
Committee. AU were agreed as to the advisabihty of constituting a 
unified medical service. The Government of India reported to the 
Secretary of State, in a lengthy despatch of November 1920, that they 
shared the views of the Verney Lovett Committee as regards a unified 
medical service, but at the same time considered it essential that officers 
of the RAMC should participate in the professional advantages resulting 
from Indian experience, in their own interest as well as in the interest 
of the British soldier. In their opinion, the only method of unifica- 
tion was a continuation of the arrangement whereby aU RAMC 
officers served in India for five years, extensible to seven years. Those 
who wished to remain in India beyond that period should be trans- 
ferred to the Indian service. Further, in order to attract a good class 
of British competitor for medical service in India, a large number 
of residuary appointments must be provided. The Government of 
India fixed the number of these appointments at 180. It was recom- 
mended that the other categories on the civil side should be ordinary 
war reserve up to ten years’ total service ; special war reserve up to 
sixteen years’ total service and officers over sixteen years’ service, 
who would be recalled in only serious emergency, for service as 
speciahsts and consultants. 

According to the Government of India, the alternative scheme 
of handing over the medical care of all troops in India to the RAMC 
involved the separation of the nuhtary from the civil medical service 
and, consequently, the disappearance of the IMS as a mihtary forma- 
tion, and was, therefore, not desirable. 

The Government of India further proposed that the proportion 
of Indians to be recruited to the IMS should not be less than 40 per 
cent, of the vacancies in any one year and that this percentage should 
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be maintained in both military and civil cadres This percentage, 
in the course of a few years, was expected to result in some 64 per 
cent of the superior appointments on the civil side and 40 per cent 
of the appointments on the military side being held by the Indians 

This lengthy and comprehensive despatch never received a 
complete reply from the Secretary of State for India and the question 
of unification was not mentioned again for some years 

CIVIL EMPLOYMENT UNDER THE REFORMED CONSTITUTION 

Meanwhile the question of the number of IMS officers to be 
employed m the provinces, since civil medical services had become a 
transferred subject under the new reforms, was under consideration 
Current Indian political opinion everywhere was clearly in favour of 
drastic reduction in the number of superior posts reserved for the lAIS 
as well as of throwing open the technical and professorial appoint- 
ments The opinion of the provincial legislative councils was almost 
entirely against the continuance of the IMS m civil employ The 
uncertainty of the future of the services had also resulted in a dis- 
inclination on the part of Europeans to offer themselves as candidates 
for the IMS The competitive examination had to be abandoned 
The Secretary of State consequently decided, in September 1922, 
not to proceed with the recruitment of Indians to the IMS in excess 
of the rate of one Indian to two Europeans 

On 22 February 1923, the Government of India again addressed 
the Secretary of State, in continuation and partial supersession of 
the despatch of November 1920 In that despatch they had shown 
the pre-war strength of the IMS, its then existing strength and their 
suggestions for its future strength The figures were — 



Mihtary 

Civil 

Pre ivar 

274 

506 

Existing 

350 

331 

Proposed 

610* 

484 


The Government of India had already reduced the demand from 610 
to 520 officers as the peace-time military establishments in this despatch 
the Government of India finally decided to act on the old system, iiz , 
that the IMS would continue to supply officers to hold a large number 
of civil medical posts 


LEE COMMISSION 

The question of the amalgamation of the civil and mihtary 
cadres was again taken up by the Royal Commission on the Superior 
Services in India (Lee Commission) which pubhshed its report m 
1924 As regards the medical services, the commission recognised 
the fact that the existence of two separate services was cumbersome 

♦ Including seconded RAMC officers for service with British troops 
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and uneconomical. They proposed the adoption of the Burtchaell 
scheme and made the following recommendations ; — 

(i) A civil medical service should be constituted in each province 
by a Public Service Commission. 

(ii) Every officer of the civil medical services should be made liable 
for military service in the event of a war involving general 
mobilisation. 

(iii) The minimum number of British officers to be maintained in 
the civil medical services should be determined by the Secretary 
of State in consultation with the Government of India and the 
local governments concerned. 

(iv) One half of the British element in the civil medical services, or 
a number not less than the requirements of the war reserve, 
whichever was larger, should be reserved for British officers to be 
seconded from the RAMG (India) m the manner suggested in the 
Burtchaell scheme, the remainder being obtained by competi- 
tive examination in England and India. 

(v) Any deficiency m the British officers quota should be met by 
increased secondment from the RAMG, failing which special 
additional recruitment should be made of officers who could be 
detailed primarily for service in the civil department and be 
available as an addition to the war reserve They agreed with 
the Islington Commission (the Royal Commission of 1 912-15) 
on the distinction between clinical and scientific chairs, and that 
the latter should be thrown open to all candidates. 

The commission’s solution of the problem of supplying Bntish 
medical attendance to the British officers of the superior civil services 
and their families was the grouping of the districts in the province, 
each group having always a British medical officer stationed in a 
central place. They also proposed that where only mihtary medical 
officers were available, their services should be available for civil 
officers and their families on payment of nominal fees. 

The Government of India, with the approval of the Secretary 
of State, accepted the recommendation regarding the constitution of 
provincial medical services subject to (i) the employment in the 
provinces of an adequate military reserve, (u) the provision ^ of 
adequate medical attendance for British officers in the civil semces 
and their families and (iii) the further consideration of the conditions 
necessary to secure an adequate number of British medical recruits 
for the needs of the Army. 

The War Office, while agreeing with the conclusion of the Lee 
Commission that it was desirable to form a single medical servic^ 
did not approve of the Burtchaell scheme, the adoption of which had 
been recommended by the commission. It adhered to the view that 
the candidates for the RAMG must be of unmixed European blood 
and that Indians were not suited for the care of British troops. 
this involved either the total exclusion of Indians or left them with 
conditions of service inferior to those of the European officers, the 
War Office proposed that a new service or crops, composed of both 
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Indians and Europeans should be formed It was suggested that the 
new corps to begin with, would be composed of (1) British officers of 
the IMS in military employment, (11) British officers of the IMS in 
civil employment who desired to return to the military branch, 
(in) Indian officers of the IMS and (iv) officers of the ;^MG on 
tour of duty m India who would be attached to the new corps 
Future admissions would be open to (i) the British element by volun- 
tary transfer from the RAMG after the completion of one tour in 
India and a period of service in the United Kingdom , (if insufficient 
numbers volunteered, the British vacancies would be filled by increa- 
sing the number of attached RAMG officers), (a) the Indian element 
by competitive examination to be held simultaneously m India and 
London and (111) the attached officers of the RAMG ordered for a 
tour of duty in India, whose number would be determined by the 
requirements of British troops m India 

The War Office was, however, of the opinion that the same 
results might be obtained by leaving the IMS as it was and supple- 
menting It by allowing RAMG officers to undertake continuous service 
m India on the same lines as laid down for officers of the Royal 
Engineers and by separating completely the military from the civil 
service It was further stated that the crucial question of recruit- 
ment must be settled before the War Office could undertake any 
further commitments regarding the supply of medical officers 
Before undertaking any scheme they wanted to be assured that the 
conditions of service in India for the RAMG officers, and those of the 
new corps if formed, would be so improved that the existing objections 
to service in India would be removed , otherwise the flow of candidates 
was likely to be restricted for both the corps {i e , the RAMG and the 
new umfied Indian Corps) as the unpopularity of service in India 
would have an adverse effect on recruitment for the RAMG 

The Government of India were definitely of the opinion that 
it was desirable to keep the RAMG distinct, and so keep British 
troops, m the matter of their medical and surgical care, outside the 
widening circle of change and contention attendant on the political 
conditions in India Consequently, they held that the IMS, as then 
constituted, should be retained, pnmanly for the purpose of meeting 
the needs of the Indian Army 

On 18 June 1925, the Government of India despatched a further 
communication in which they stated the peace and war time require- 
ments of the medical services and the number of civil posts which 
would have to be reserved for the service Attention was, however, 
drawn to the fact that the arrangements proposed therein, left httle 
scope for the employment of Indian IMS officers on the civil side, 
owing to the limitations imposed by the requirements of the supenor 
civil services and the necessity of a war reserve 

On 12 August 1925, the Secretary of State, accepted the 
Government of India’s conclusions, rejecting unification and retaimng 
the IMS On 13 August 1925, he again addressed a despatch to 
the Government of India wherein he stated that the rcstnctions of 
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opportunities for the employment of Indians on the civil side of the 
IMS was, m his opinion, undesirable as there would be no guarantee 
of a sufficiency of trained Indian officers for the war reserve ; that 
Indian officers would suffer a serious disadvantage in comparison with 
British ; that there had been no discrimination of that kind before 
and that this was open to obvious political objections. He desired 
the Government of India to consider the expediency of removing more 
civil posts from the control of local government in order to secure 
that, on the military and civil side combined, Indians should occupy 
at least one-third of the posts in the service. He expressed himself as 
doubtful whether the number of posts reserved was sufficient to make 
the service attractive enough to secure an adequate number of 
British candidates for the medical needs of the Army. 


STRENGTH OF WAR AND PEACE ESTABLISHMENTS 

On 8 July 1926, the Government of India again sent a long 
despatch to the Secretary of State. They laid emphasis on the fact 
that, though the disadvantages from which Indian officers of the 
service might suffer could not be denied, these would be counter- 
balanced by the increased attractions provided for Indian medical 
men generally by the reorganisation of the civil medical service on a 
provincial basis. They also held the view that the discnmination 
between Indians and Europeans m the seiwice thus arising would 
not be so objectionable politically as the rejection of the recommenda- 
tions of the Lee Commission with regard to the formation of provincial 
medical services would have been. Under the revised proposals 
the proportion of Indians to Europans m the service would be Civil 
90 out of 302 ; military 132 out of 402, combined 222 out of 704? 
i e., there would be a ratio of approximately one Indian to three 
Europeans not only in the service taken as a whole but also on the civil 
and military sides taken separately. Stress was laid on the fact that 
no further reservations could be made without affecting the composi- 
tion of the proposed provincial services. Under the new proposals 
the number of posts reserved was to be 237, instead of 327 before, 
so that the number of applicants to be transferred from the IMS 
to the provincial civil medical services was only 90. 

The Government of India also considered that liability to 
service either on the civil or on the military side should be a definite 
condition of employment in the IMS for the future. They recognised 
that the imposition of this new condition might be interpreted 
as an admission that conditions of service on the civil side might 
become so uncongemal as to deter Europeans from volunteering 
themselves, but were convinced that it was a necessary adjunct 01 
the scheme, as without it there would be no provision to 
that the requisite number of European medical officers would 
be forthcoming to attend on European civil officials and their families. 
The provincial governments, in the opinion of the Government ot 
India, would have no justifiable claim to relief of some part of the 
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cost of retaining IMS officers for the sake of the war reserve, as it might 
fairly be assumed that the IMS officers whom they would employ would 
be as useful to them m the future as they had been in the past 

The Secretary of State agreed generally with the conclusions 
arrived at by the Government of India and desenbed the scheme as well 
balanced, in as much as it might reasonably be expected to provide 
a satisfactory solution of the complex problems involved With his 
concurrence, the reorganisation of the IMS was announced on 10 
May 1928 It was stated that the IMS constituted on the existing 
hnes would be retained, and that 302 IMS officers would be required 
for civil employment Details of the posts reserved were given 
A list of rules was added which included — 

(I) That liability to serve on either the civil or military side would 
be a definite condition of service for future entrants 

(II) Local governments would be at liberty to return an officer to 
military employment without the consent of the Government of 
India 

(ill) All officers m civil employment would be required to state, 
about a year before the date on which they expected to be due 
for promotion to colonel, whether they intended to return to 
military employ, m order that they might be considered for 
promotion to administrative rank 

(iv) Those officers who did not elect to return to military employment 
would either — 

(a) sever their connection with the IMS and become members 
of the provincial civil medical services on such terms as 
might be mutually agreed upon between themselves and the 
local governments, m which case they would cease to belong 
to the war reserve, or 

(b) ivould continue to belong to the IMS, in which case they 
would be eligible for further promotion on the civil side and 
Would continue to belong to the war reserve provided 
that they did not hold residuary appointments 

SERVICES SUB COMMITTEE OF THE ROUND TABLE CONFERENCE 

The 1928 reorganisation remained unaffected till 1931, when 
the Services Sub Committee of the Indian Round Tabic Conference 
of 1931 presented its report The future of the IMS was the subject 
of protracted discussion and the following recommendations were 
made — 


(i) That m future there should be no civil branch of the IMS and 
that no civil appointments either under the Government of 
India or the provincial governments should in future be listed 
as being reserved for Europeans as such 

(ii) That the civil medical services should be recruited through the 
Public Service Commissions In order to provide a war reserve, 
a clause should be inserted m the contracts of service of a suffi- 
cient number of officers requiring them to undergo such military 
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training and render such military service as they might be called 
upon to doj the extra cost involved to be borne as an Army 
charge. 

(ill) That, further, the governments and Public Service Commissions 
in India should bear in mind the requirements of the Army 
and the British officials in India, should take steps to recruit a 
fair and adequate number of European doctors to their respec- 
tive civil medical services, and should be prepared to pay such 
salaries as would bring about this result. 

The Secretary of State for India communicated the recom- 
mendations of the Services Sub-Committee of the Round Table 
Conference and asked for the views of the Government of India on 
the following points : — 

(i) The arrangements that would be necessaiy to maintain and 
recruit the IMS as a purely military service and to provide 
adequate military medical service on mobilisation. 

(ii) The effect that the acceptance of the Sub-Gommittee’s 
recommendations would have on the undertakings already given 
to the members of the IMS, both on the civil and on the military 
side. 

(iii) The effect of the acceptance of the proposals on the civil side, 
both as regards the general standards of medical administration 
and also as regards the particular needs of the British element 
in the civil services, together with the views of the local govern- 
ments on these points. 

The Government of India replied on 25 May 1933, after more 
than two years. In their opinion it was clear that any voluntary 
undertaking by a provincial government to employ a number of 
British doctors, or to require their medical personnel to undergo 
military training or accept liability for war service, would not bind 
their successors. It was also very doubtful whether any provincial 
government would be able to attract suitable British recruits, even on 
very attractive terms. Finally there was no doubt, in their view, 
that a purely military medical corps could not be recruited for service 
in India on rates of pay barely sufficient to attract entrants to the 
IMS under its existing constitution. For these reasons the Government 
of India considered that the proposals of the Services Sub-Committee 
were at least as impossible of acceptance as the opposite extreme of 
preserving the status quo. 

The solution proposed by the Government of India was to reduce 
the number of British officers to be employed by the provinces to the 
minimum required for attendance on the civil service, and to exclude, 
for the future, all Indian officers of the IMS from civil employ. 

The Secretary of State, on ii August 1933, expressed grave 
doubt as to the possibility of maintaimng European recnutment to 
a service orgamsed on the lines proposed by the Government of India, 
as it was well known that the attraction of the IMS lay in the prospects 
it offered of climcal, research and academic work on its civil side. 
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The Government of India's scheme was also designed to provide no 
more than a bare sufficiency for the requirements of the Army and 
those of the civil services If there were failures in recruitment 
the entire scheme was likely to break down Transfer to the provin- 
cial services would not, in his opinion, prove an attractive alternative 
He had consulted the BMA, which was of the opinion that under 
such a scheme recruitment could not be relied upon The Secretary 
of State was forced to the conclusion that there would be great diffi- 
culty in finding any sausfactory alternative to maintaining the IMS 
as an all India medical service He went on to say “ The fact which 
I desire to emphasise at present is that the IMS is primanly a military 
service, and must be pnmanly constituted to meet the requirements 
of defence The subject of defence was to be federal responsibility, 
and to that extent was to be removed from the purview of the pro- 
vinces But the provinces themselves cannot disclaim interest in 
defence requirements, since the protection that they afford obviously 
extends to the provinces as integral parts of India They cannot, 
therefore, claim that nothing shall be done in the name of defence 
which might be held to derogate from their autonomy There is 
no doubt that the requirements of defence can best be met, all 
other consideraUon apart, by maintaining the IMS m its present 
form ” 


He made it clear that the alternative proposed by the Govern- 
ment of India had not the necessary weight, and was of the opinion 
that the permanent exclusion of Indian officers of the IMS from civil 
employ might be hardly less unpopular than the retention of the IMS 
as an all India service He concluded by stating that the Government 
of India should weigh the advantages and disadvantages of retaining 
the IMS as such, with such reductions as might seem feasible 

The Government of India on 23 December 1933, proposed the 
following scheme — 

(i) Provinces should be required by statute or statutory rule to employ 
not less than X IMS officers, British and Indian, of whom not 
less than Y should be residuary, and should be given the maximum 
freedom possible in choice of officers — 1 e , they should make 
their own selection after considering the recommendation of the 
DGIMS 

(11) After sev en years civil employment, during which officers would 
possess a claim to return to military employ, they should, by 
mutual agreement with the provinces concerned, pass on to a 
supernumerary list and forfeit all claims to return to military 
employ They would continue to be eligible for proportionate 
pension under the premature retirementrules, and would retain the 
special protection of the Secretary of State and the Governor to 
the same extent as members of other all India services and would 
be liable to recall m the event of mobilisation 

(ill) On passing on to the supernumerary list, they would cease to 
be eligible for promotion but would become eligible for special 
pension 
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(iv) They should at all times be available for transfer or exchange 
between different provinces by agreement between the^ provinces 
and officers concerned, but without control by the Government 
of India. 

(v) The Secretary of State should continue to reserve in the provinces 
such posts as might be necessary to ensure that the requirements 
of the civil service were adequately met, but apart from this 
no posts should be reserved either for Indian or British officers. 

The Secretary of State replied, on 9 March 1934, that he was 
prepared to accept the scheme, as above with certain modifications. 

THE WARREN FISHER REPORT 

An important development, in the meantime, was the publica- 
tion of the Warren Fisher Committee’s report on the medical branches 
of the Defence Services in the United Kingdom, which was presented 
to Parhament in July 1933. This committee had been instituted to 
examine ways and means of improving the conditions of service in 
the RAMG, which was then suffering seriously from a shortage of 
recruits. The increase in pay effected as a result of the enquiry in 
1925-26 had had no appreciable effect and at the time of the appoint- 
ment of the Warren Fisher Committee, the British Government was 
faced with the likelihood of complete failure to obtain recruits for the 
RAMC. The financial crisis of 1931 had its inevitable effect on the 
recommendations of the committee in as much as it necessitated that 
these should not result m any increase in the normal cost of the medical 
services. The general conclusion was that the RAMC could be made 
more attractive by upgrading the ranks and accelerating promotions 
coupled with an extended grant of charge and specialist allowances ; 
while extra expenditure could be avoided by reducing the total esta- 
blishment and, in addition, by substituting short service officers for 
officers with permanent commissions m the lower commissioned ranks. 
The main features of the scheme were accepted by the War Office. 
The total strength of the RAMC was 752. Of this number India had 
employed 264 officers, i.e., over one third of the total establishment, 
in the ranks as under : — 


Major-generals . . 2 

Colonels . 7 

Lieut.-colonels . 38 

Majors, captains or lieutenants 217 


Total . 264 


With the upgradings introduced as a result of the Warren Fisher 
Scheme, India was still required to employ the same number, but with 
a larger proportion in the higher and more expensive ranks, viz-) I 5 
colonels instead of 7, and 48 lieut.-colonels instead of 38. Such a 
distribution could only produce in India a cadre of RAMC officers 
definitely overstaffed with senior ranks and containing a large propor- 
tion of mere ‘ passengers ’ in the shape of short service officers, who. 
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until the second half of their tour of service m India, could not give 
full value Their number was finally fixed at too 

The more serious objection to the scheme, m its application to 
India, was that it was bound to have an effect on the IMS The 
number of civil appointments open to the IMS would not be sufHcient 
to maintain the precarious balance of recruitment in its favour if 
RAMC officers were pheed m a definitely supenor position as regards 
pay and promotion If the conditions of service m the IMS were not 
similarly improsed, officers of the ts%o services, holding much the same 
appointments and in combined hospitals serving in the same unit, 
would find themselves serving under different terms 

If India applied any portion of the Warren Fisher proposals to 
the IMS it would mean much additional expense The cost of 
accelerated promotions and the upgrading of lieut colonels appoint- 
ments was calculated to amount to Rs 9,50,000 annually 

There was then the relative effect on the recruitment to the IMS, 
wherein the supenor pay and prospects, the better opportunities for 
pnvate practice and professional advancement afforded by the civil 
branch, were just sufficient to attract the candidates Any lowering 
of these advantages, thus making the Rj\MG more attractive, could 
not be acceptable to the Government of India If upgrading took 
place m the RiVMG and was not followed by similar upgrading m 
the IMS discontent was bound to result 

From tlic point of view of the Government of India the scheme 
was open to many objections and they felt that the correct solution 
of the problem Hy m a more direct method of approach, namely, 
by reducing the number of appointments, if possible, by relying on 
pnvate practitioners where this could be done, and by improving 
the pay, and particularly the pension, of the services wherever neces- 
sary In particular they thought that much could be done, without 
making such radical changes in the structure and organisation of the 
service as a whole, to increase the attractiveness of the service by giving 
promotions to the rank of major and lieut -colonel on the same time 
scale as existed m the IMS and by increasing the number of colonels 
appointments m such a way as to give increased pension without 
increasing pay 

Protracted correspondence with the Secretary of State for India 
followed and in the end he prevailed The British Government was 
convinced that the Warren Fisher Scheme as a whole offered the 
only means of averting an immediate collapse of the RAMC The 
Government of India as an interim measure decided to accept promo- 
tion to the rank of captain after one year’s service for the IMS An 
announcement of this concession was made on 3 May 1934 

OGILVIE REPORT 

At this stage the Government of India appointed Mr C M G 
Ogilvie, CBE, ICS, on special duty, to make recommendations for the 
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reorganisation of the medical services. The terms of reference 
were : — 

(i) To obtain fiom the military authorities an estimate of the 
number of medical officers required for the Army in India in 
peace and war. 

(ii) To examine what reduction was possible in this number or in 
expenditure either by altering the organisation, or by employing 
different agencies, or by modifying the then existing terms of 
service. 

(ill) To consider the extent to which additional war requirements 
of the Army could be met by providing civil employment and the 
precise nature of the terms of such civil employment. 

(iv) To make recommendations as to the nature, composition, and 
pay of the service, bearing in mind — 

(a) the need for economy ; 

(b) the comparative difficulty of recruiting British officers ; 

(c) the measures that had been adopted by the British Govern- 
ment on the report of the Warren Fisher Committee to 
overcome that difficulty, and the extent to which these 
recommendations had Iseen accepted by the Government 
of India , 

(d) the proposals that had been made in the past for the re- 
organisation of the military medical services in India ; 

(e) the weight to be attached, on the one hand, to the principle 
that British medical officers were required for attendance on 
British personnel, and, on the other hand, to the political 
objections directed against the system existing at that time 

The peace establishment of medical officers of the Army in 
India had varied considerably from time to time. Prior to the 
reorganisation of i88i, when the old regimental system for both 
Indian and British Armies was in force, the cadre depended solely 
upon the number of units, battalions, cavalry regiments, batteries, 
etc., each of which was entitled to one or two medical officers. In 
1 88 1 the station hospital system was introduced for British troops 
and the establishment of executive medical officers was arbitrarily 
fixed at 5 per 1,000 troops. Under the old regimental system the 
number of RAMG officers had been 373. After 1881 it was reduced 
to 320, i.e., 5 per 1,000 for a garrison of 65,000 men. It remained at 
approximately that figure till 1923, when it was reduced to 290 in 
the first economy drive. In 1931 the financial crisis necessitated its 
further reduction to 264. 

The strength of the IMS was 255 in 1901, and 261 in 1914* 
A large increase in this number was occasioned by the introduction 
of the station hospital system for Indian troops in 1918. In 1922-23 
the strength had risen to 495. It was reduced to 354 m the 1931 
depression. 

Thus the total strength of the peace-time military establishment 
of medical officers (IMS and RAMG) was 618 in 1934,?.^., only 24 
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more thin it had been in 1914, 1 number which World War I had 
proved to be quite msufiicicnt Several improvements had since 
talcn place m equipment and stand ird of treatment of Indian troops 
Station hospit ils had been provided with adequate staff, accommoda- 
tion, furniture and equipment Greater attention was being paid 
to prevention of disease and to the promotion of hygiene The 
rudimentary arrangements existing m pre war days had disappeared 
and the sick, Indian soldier then received comparably superior medical 
attention Medical officers v.crc cmplo)'Cd not only for attending 
the sick, but also as medical staff officers, officers commanding large 
hospitals, where their duties were mainly administrative, officers in- 
charge district and brigade laboratories, recruiting medical officers, 
officers commanding IHC companies, on anti-malana duties and 
m food laboratories In short there was much more work ibr the 
military medical service to do than there was before World War I 

The calculation of a proper cadre, i e , the number of duty posts 
plus the necessary leave and casualty reserves, was a difficult task 
owing to the varying number of troops employed, their varying dis- 
penal between commands and the necessity of maintaining some 
elasticity to permit ready and easy expansion in time of war This 
was complicated by tlic fact that the IMS was the source of recruit- 
ment to a large number of civil posts, and the demands from the civil 
side always fluctuated Thus an over-inflated cadre in military 
employ was considered not only detrimental to tlie interests of the 
service but also as a cause of increased rccurnng expenditure It was 
required to be large enough to permit the efficient discharge of all 
peace-time duties and to meet small emergencies without dislocation 
of normal military and civil work • 

An examintion made in 1934, of the actual distribution of the 
cadre on its manifold duties disclosed the following — 


Officers Commanding hospitals 

Officers Commanding field ambulance 

Staff surgeons 

Recruiting medical officers 

Medical mobilisation stores 

IHC compames 

Cantonment hospitals 

Embarkation duties 

Anu malaria officers 

Engade laboratories 

Chemical research 

Medical officer Royal Military School j Sanawar 
Surgeon to the Governor of Bombay 
^urgeon to the G in C 

Medical officer for Army Headquarters Establishments 

hhhtary Food Laboratory, Kasauli 

Medical officer, Ishapore Factory 

^ichener College, Noivgong 

butene laboratory, Kasauh 


RAMC 

64 

30 


3 

12 

2 

3 

7 


IMS 

75 

a 

^4 

8 

3 

7 

29 

2 

6 
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Medical Store Depots 


RAMC 

IMS 

4 

Specialists 

• • 

... 54 

25 

Officers on Millbank Course 

• 

. • 

10 

Administrative 

, . 

28 

27 

General duty 


57 

138 

Total 

• 

265 

354 


The total number of beds in military hospitals in India was 
[1,916 for both Indian and British troops, and the total strength of 
the Army in India, exclusive of 16,350 families and 30,000 followers, 
was 212,933. In the United Kingdom there were eight medical 
officers to every two thousand troops, and in India approximately 
five per two thousand troops. 

The strength employed was, therefore, not excessive for purely 
peace-time duties, but was incapable of taking over even a small 
frontier war without augmentation, as was proved by the Mohmand- 
Bajaur operations in 1933. During these operations roughly three- 
fifths of a division was employed but to meet even this small commit- 
ment military medical arrangements throughout India were dis- 
organised. Not only were officers on leave in the Northern Command 
recalled, but also officers from the Eastern and Southern Commands, 
and even two officers on leave in the United Kingdom had to be 
recalled ; the DGIMS was asked to revert two officers from civil ; 
and m addition twenty-three AIRO were embodied. 

Therefore, to make a permanent provision to meet such small 
operations (and these were of frequent occurrence) and to give a 
measure of elasticity to the cadres of the medical military services, 
the minimum requirements were computed at 280 RAMC officers 
and 373 IMS officers. 

The number of military medical officers required by the Army 
in India m the event of general mobilisation fluctuated from time to 
time m line with the variations in the general staff plans and in the 
strength of the field army to be employed. The total war establish- 
ment required in 1926 was 734 Indian and 686 British medical 
officers. The requirements m 1934 were estimated at 1,045 officers 
for the first two months after mobilisation, and were based on the 
defence of India against possible aggression, but the employment of 
any part of the Army m India for war overseas was not envisaged. 
Of the 1,045 medical officers, 474 Indian and 200 British were required 
for the Indian Army and 371 British for the British units. With 
regard to the Indian officers, 154 were serving on the peace-time 
estabhshment, which could provide 145 on mobilisation, leaving 
329 to be found from immediately available sources. This number 
could be held in the AIRO. As regards British officers, after allowing 
for a certain number of sick, etc , and peace estabhshments, the Army 
could provide on mobilisation 189 British IMS officers and 253 RAMG 
i.e., a total of 442 British officers against the required 57^* 



APPENDIX XI 629 

remaining 129 could, therefore, only be found from the British IMS 
m civil employ 

It was suggested by Mr Ogilvie that the ratio between the 
Indian and British officers, which was then fixed at one Indian to 
two British, should be abandoned in the case of the civil cadre as it 
was difficult to maintain, and that on the military side this ratio should 
be fixed at two Indian to three Bntish officers If this ratio were 
adopted, the peace-time cadre of the IMS at its then existing strength 
of 354 would be 141 Indian and 213 British and the reserve of Bntish 
officers required from civil employ would be reduced from 129 to 
1 18 

The final composition of the service, excluding officers in civil 
employment, was proposed to be Indian officers, IMS 139, British 
officers, RAMG 245, British officers, IMS 217, and IMD 52 in 17 
appointments then held by the IMS and 35 m those held by the 
RAMG, making a total of 653 officers On mobilisation, this number 
was expected to yield approximately 234 RAMG, 206 Bntish IMS 
and 50 IMD officers, making a total of 490 Bntish officers This was 
estimated to leave only 81 to be found from the war reserve, 30 from 
the Central Government and 51 from the provinces 

With regard to the question of the civil and military cadres of 
the IMS, Mr Ogilvie was of the opinion that in the interests of the 
autonomous provincial governments of the future and of the in- 
dependent medical profession, the war reserve of the IMS in civil 
employment should consist of Bntish officers only The disappearance 
of the war reserve of regular Indian IMS officers was. undesirable, 
yet Its retention was not considered a matter of military necessity 
It was suggested that the reserved appointments in civil employ of 
British officers should be limited as far as possible to the requirements 
of the war reserve and the needs of the superior Bntish Civil Servants 
and their famihes , Indian officers IMS should accordingly be eligible 
for very few reserved civil appointments and the Army should supply 
the Central Government and the provincial governments with as many 
Indian officers IMS as they might wish to employ, should they decide 
to draw upon that source for Indiamsation 

No scheme for the amalgamation of the IMS and RAMG and 
no proposal for the creation of a unified military medical service or 
for making the RAMG the only military medical corps m India 
was considered feasible 

Mr Ogilvie proposed that the short service system for the 
recruitment of Indians to the IMS, which existed m the form of 
temporary commissions, should be adopted as a permanent feature 

The Ogdvie report was submitted to the Government of India 
jn September 1934 After protracted correspondence on the subject 
Dctween the Secretary of State, the Central Government and the 
provincial governments which lasted for tw o and a half years, Resolu- 
tion No Q05 of 25 March 1937, regarding changes to be made in the 
organisation, distribution, and terms of service of tlie military medical 
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services in India, with effect from the introduction of Part III of the 
Government of India Act, 1935, was issued. 

The salient features of the resolution were that the strength of 
the IMS in military employment would be 364 ; that the RAMG 
in India would be limited to 268 ; that the future establishment of 
the IMD for employment with British and Indian troops in peace 
would remain unchanged ; that on the civil side the strength of the 
IMS would be 220, of whom 147 would constitute the war reserve ; 
that the British officers of the IMS in civil employment would be 
distributed in the Central and Provincial Governments, where they 
would be available for attendance on British members of the superior 
civil services and their families ; that the new entrants to the IMS 
would be given short service commissions for five years ; that recruit- 
ment to the permanent cadre of the service would be made by nomina- 
tion, on the recommendation of a Selection Board, from amongst such 
short service commissioned officers, and that suitable modifications in 
the pay, promotion and pensions would be made.5 


5A/5/48/H(M) 
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The Early History of the Indian Medical 
Department 

The Indian Medical Department, which formed an important 
part of the military medical organisation, came into existence as the 
Indian Subordinate Medical Department In Bengal it was consti- 
tuted m the first years of the mneteenth century A scheme for train- 
ing boys, from the upper and lower orphan schools and from the free 
schools, as compounders and dressers and ultimately as sub-assistant 
surgeons was started m Bengal Similar schemes were started in 
Madras and Bombay In Madras the department was orgamsed 
into two branches, apothecanes and dressers, m 1827 The latter 
were designated hospital assistants in 1868 A similar reorgamsation 
took place in Bengal in June i868 

The apothecary class consisted of senior apothecary, apothecary 
first and second class, assistant apothecary first and second class, and 
hospital apprentices All ranks above hospital apprentices ranked 
as warrant officer The three sub-medical departments of the three 
presidencies were amalgamated in 1895 

ASSISTANT SURGEONS* BRANCH 

On 12 March 1894, the title of apothecary was changed to 
assistant surgeon This branch consisted of Europeans and Anglo- 
Indians who possessed certain medical qualifications which were not 
registerable m the United Kingdom Recruitment upto 1920, was 
made through a competitive examination equivalent to standard VIII, 
from amongst Europeans and Anglo Indians between the ages of 
sixteen and twenty years Selected candidates were sent to medical 
colleges at Calcutta, Bombay and Madras, to undergo a four years’ 
course of professional training at government expense * 

From 1921 to 1933 recruitment was by selection In 1934 
a special selection board was constituted This board consisted of 
the DGIMS, the DMS, an officer nominated by the AG, ADGIMS 
and an Anglo-Indian member On passing the final examination 
the military students %vere gazetted as warrant officers and entered 
the service as fourth class assistant surgeons They were meant 
^clusively for service with Bntish troops and were attached to 
ntish station hospitals where their duties included those of clerk, 
compounder, ward master, steward and medical store-keeper 

In September 19 ii, the honorary commissioned ranks of major, 
captain and heutenant were introduced Promotion to the grade 
t senior assistant surgeon wth the honorary rank of major was 

\\ Co^ (* 9 ‘ 4 ) A HiiioTy of the Indian \feduat Stnue {1600^1^13) London 
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normally authorised after fifteen years’ service in the commissioned 
grade. Besides the commissioned ranks, the ranks authorised were 
conductor for first and second class assistant surgeons and sub-conductor 
for third and fourth class. 

Considerable modifications were made in the pay and allow- 
ances of the assistant surgeons from time to time. Before World 


War II the rates of pay were as follows . — “ 

Rupees 

Senior assistant surgeons _ per month 

Lieutenant .. . . 600 

Lieutenant after five years’ service . 650 

Captain * 750 

Major .. 850 

Major after four years’ service . 1,000 

Assistant surgeons 

Fourth class, first and second year 200 

Fourth class, third, fourth and fifth year 220 

Fourth class, sixth and subsequent years . 250 

Efficiency bar 

Third class, first , second and third year . 300 

Third class, fourth and subsequent years . 330 

Efficiency bar and examination 
Second class, first, second and third year 

Second class, fourth and subsequent years 4^° 

Efficiency bar 

First class, first, second and third year . 45® 

First class, fourth and subsequent years 5®® 


In addition to their pay they received charge pay when actually 
holding specified appointments. 

SUB-ASSISTANT SURGEON’s BRANCH 

From the very beginning of the military medical services of 
the East India Company and, later of the Crown, Indian medical 
assistants were attached to the Indian regiments. Later, with the 
constitution of the military subordinate medical departments in the 
three presidencies, a regular footing was given to the service. In 
1868 the hospital assistants class was constituted. This class was 
divided into first, second and third class hospital assistants and 
medical pupils. In 1900 the service was reorganised and considerably 
increased rates of pay were granted. The senior hospital assistants 
were granted Viceroy’s commissioned ranks, first class as subedars 
and second class as jemadars. They were, however, considered 
junior to all military assistant surgeons. 

In April 1910, the designation of hospital assistant was changed 
to sub-assistant surgeon. This branch consisted entirely of Indians. 
Recruitment was originally made by selection from among Indian 
candidates of all classes between the ages of sixteen and twenty years 
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who offered themselves at the beginning of each session to the principals 
of medical schools at Agn, Lahore, Bombay and Madras 

Military students were educated at government expense 
They attended a four years’ course of professional training and were 
required to pass the licentiate examination On admission to the 
department they were gazetted as third class sub-assistant surgeons 
and held the rank of warrant officer They were employed to assist 
IMS officers in the medical care of Indian troops On 2 October 
1918, the Indian Subordinate Medical Department was designated 
the Indian Medical Department 

In 1932 the training of such assistant surgeons at government 
expense was discontinued Further permanent recruitment to the 
cadre was confined to quahfied medical students educated in medical 
schools at government expense but not admitted to the service on 
account of retrenchment, and who had joined the sub-assistant surgeon’s 
reserve In 1938 it was decided to make recruitment from the open 
market A selection board consisting of the DGIMS, the DMS 
or his representative, a representative of the AG’s branch and 
DDGIMS was set up for this purpose ^ 

With effect from 13 May 1912, the following rates of pay were 


sanctioned — 

Rupees 

Senior sub assistant suigeons per month 

First class, ranking as subcdar no 

Second class, ranking as jemadar 9° 

Indian IVOs 

Sub assistant surgeon, first class 7 ® 

Sub assistant surgeon, second class 50 

Sub assistant surgeon, third class 35 


Consequent upon the introduction of the Indian station hospitals 
the following changes were made m the pay and allowances of sub- 
assistant surgeons — 

Rupees 
per month 


Senior sub assistant surgeon, first class 14® 

Senior sub assistant surgeon, second class 123 

Sub assistant surgeon, first class (having more than fifteen years 

service) 1 1 o 

Rates of pay of other classes remained as before 

Existing sub medical and medical charge allowances were 
abolished and following were sanctioned — Rupees 

per month 

Sub charge allowance of first class station hospital 4 ® 

Sub charge allowance of second class station hospital 3 ® 

bub charge allowance of third class station hospital 20 

bub charge allowance of fourth class station hospital 15 
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Later the pay of the sub-assistant surgeon was refixed. Selected sub- 
assistant surgeons were also granted honorary commissions. Before 
World War II, the rates were as follows : — * 


- 

Rupees 
per month 

Captain 

500 

Lieutenant 

400 

Subedar major 

200 

Subedar 

160-5-175 

Jemadar 

• 75-5-95 

Warrant officers 

70 

Indian medical students first to fourth year 

12 

An orderly admitted to a medical school 

The pay and 


allowances received in 
the IHG 


In addition they received charge allowance for the charge and 
subordinate charge of certain appointments. 


4P & A. Regs Vol, I 



APPENDIX XIII 


The Recommeudatious of the Medical Personnel 
( Army in India ) Mission, 1942-43 

From their investigations and from experience it was evident 
to the mission that the Army medical authorities in India had, under 
most unfavourable circumstances, endeavoured to build up a medical 
service to meet the requirements of an army whose size and rate of 
expansion had not been clearly envisaged Under those circumstances, 
with the personnel available and under the existing conditions of the 
service, all that was possible had been done, but in the opinion of 
the mission a breakdown of the medical services could not be long 
delayed if existing conditions were permitted to continue 

Great stress had been laid on the shortage of doctors, and that 
was a serious difficulty which had to be met , but the real danger, in 
the opinion of the mission, lay in the quality of the personnel m the 
IHC and the scarcity of trained nurses Drastic and immediate 
action was necessary to avoid the danger, which was imminent, and 
to provide satisfactory medical services for the Indian Army for the 
duration of hostilities, without detriment to the medical care of the 
civil population 

The problem could, the mission considered, only be solved by 
a complete reorganisation of the medical services With regard to 
the question of obtaining an adequate supply of doctors, the mission 
felt that although India was capable of supplying most of the doctors 
required, yet, in the unanimous opinion of the members, for the 
present a small number of European doctors should be sent to India 
from the United Kingdom 

Having arrived at the above conclusions the mission made the 
following recommendations — 


MAJOR RECOMMENDATIONS 

Medical Officers The many claims for civil and service needs 
upon the medical profession in the United Kingdom made it im- 
possible for any considerable number of doctors to be expected from 
that source A full knowledge of the grave shortage of doctors m the 
United Kingdom and an examination of the situation in India had 
convinced the mission that India must largely depend for the supply 
of doctors for the Army on her own resources This would, more- 
over be m accord with the aspirations and privileges of the Indian 
otedical profession 

The problem of finding doctors for the Indian Army wds there- 
fore one which, m the mam, India herself must solve and they were 
convinced of her abihty to do so For the supply of doctors two sources 
existed in India and in many ways they presented a staking contrast 



636 


AD^NISTRATION OF MEDICAL SERVICES 


The graduates numbered some 12,000 ; t^iey had passed through 
a full medical curriculum and they had reached a standard which 
was accepted by the General Medical Council of England. Some of 
them had, in fact, attained high distinction in their profession and 
many were capable of specialised work of the highest class. 

The licentiates numbered about 35,000 and varied considerably 
both in primary education and in professional attainments. All had, 
however, passed examinations at the end of a four years’ curriculum, 
extended in many instances to five years, and many of them had had 
expenence in practice over several years. The best of this class were 
in no way inferior, either m intelhgence or professional abihty, to 
many of the graduates. After actual contact with them and after 
seeing their work, the mission judged that they were a hard working 
body of men and that, although their attainments were for the most 
part limited to general practice, they seemed to be capable of really 
useful work in the field. They had a real grievance in that they were 
not accorded the recogmtion, either m status or emoluments, due to 
any member of the medical profession. 

The imssion were satisfied that if smtable conditions of service 
with full commissions and rates of pay were offered to the licentiates 
It would be possible to recruit from among them an adequate number 
of competent doctors for the general requirements of the Army. If 
this recruitment was successful it seemed improbable that the graduates 
would remain unaffected ; indeed it would almost certainly be possible 
to obtain from their ranks the speciahsts required. Indian doctors 
had, however, on the whole, httle experience of military require- 
ments and the mission, therefore, recommended that for the present 
a proportion of European doctors, which they estimated at 10 per cent, 
of the future intake during the war, should be supplied from the 
United Kingdom. But they reiterated their firm opinion that the 
great majority of the doctors for the Indian Army should and must be 
found in India. 


Ancillary Services . The success of a doctor’s work is largely 
dependent upon the assistance he receives from auxiliary services, and 
unless these are efficient he is hampered at every turn. 

QAIMMS and RAMC other ranks : In Bntish mihtary hospitals 
the medical officer is assisted by the unrivalled nursing service provided 
by the QAIMNS and by the highly trained nursing orderlies of the 


RAMC. 


IMNS : In Indian hospitals these vital adjuncts to the work of 
the medical officer were lacking. The creation of a nursing service 
comparable to that of the Umted Kingdom would involve a revolu- 
tion m social outlook, but it would probably ultimately be developed 
out of the existing Indian Military Nursing Service. A great impulse 
would be given to its development if this could be reorgamsed as a 
Royal Service on fines similar to those so successfully imtiated by 
Queen Alexandra. 

Nursing Sepoy — IHC : The nursing sepoy was recruited from a 
class of such low intelligence that only a few could be expected to reach 
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a satisfactory standard of training A fundamental mistake had thus 
been made m recruiting such personnel for this important work and 
an immediate attempt had obviously to be made to attract to the 
service men of a superior class Such a class was available and, with 
adequate pay and prospects, recruits would be forthcoming in suffi- 
cient numbers 

The mission thus felt that the time had come when the whole 
problem of recruitment for this branch of hospital service for the forces 
should be considered afresh and they suggested a bold reconstruction 
on an entirely new basis, : e , the formation of a complete Indian Army 
Medical Corps on the British model — the Royal Army Medical 
Corps — ^which had met vsnth such success 

The formation of such a corps would possess several distinctly 
beneficial results A homogeneous service consisting of officers and 
other ranks would be established, the licentiates would be granted 
commissions and would attain the status to which they were entitled, 
while the other ranks personnel would have opened to them a career 
and promotion wluch so far had been available only to those who had 
certain trade qualifications 

It was, however, imperative that all recruits for commission in 
the corps should pass through a course of training extending over at 
least three months, during which time they should be on probation 
In this, m addition to military duties, they should be trained m 
certain special subjects essential for their work, such as anaesthesia, 
blood transfusion, war wounds, nutrition, tropical diseases, and hygiene 
The course would have a further advantage m that it would allow of 
some degree of classification and selection 

For the training of other ranks recruits, WOs and NCOs could 
be provided from existing sources and from compounders and male 
nurses, and the possibility of promotion to such positions would be a 
valuable incentive It was desirable that all recruits should be trained 
in elementary nursing and first aid and that this should be an essential 
qualification before training and mustering in any other trade such 
as clerks and store keepers 

The mission were impressed b> the work being carried out at 
the training centres they had visited, although they were struck by 
the small amount of technical training given They considered the 
latter of paramount importance and were of the opinion that the 
military medical authorities should have complete control over these 
duties, and be entirely responsible for the syllabus of technical train- 
and that general service training should be reduced to a minimum 
It the proper class of men could be recruited and technical corps train- 
mg instituted, the same effort and expenditure would produce results 
immeasurably superior to anything possible at present 

The mission felt that the announcement oi such a corps would 
have a profound effect, but they were convinced that, to be of any 
service to the war effort, its immediate formation was imperative 



